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Shock Therapy in Schizophrenia 


Puitur Poratin, M.D. 


S CHIZOPHRENIA, or dementia praecox 
as it has been called, is a serious mental 
disease. With more careful investigation 
and research and with a broader knowledge 
of psychoanalytic concepts, it has been found 
that the incidence of schizophrenia is much 
greater than originally supposed. A large 
proportion of state hospital patients are suf- 
fering from chronic schizophrenia. There 
are also many so-called “ borderline cases ” 
who do not show the typical, textbook pic- 
ture of the chronic, deteriorated case of 
schizophrenia, but who are quite close to 
reality and have a large “ neurotic” compo- 
nent in the form of hysterical or obsessional 
symptoms. Many cases of early schizo- 
phrenia are difficult to differentiate from the 
manic-depressive psychosis because of the 
large affective component present, such as 
depression. These patients usually enter 
psychiatric institutes or similar hospitals 
voluntarily or else they seek help on an 
ambulatory basis from psychiatric clinics or 
social agencies. The range of schizophrenia 
is, therefore, exceedingly wide and conse- 
quently the treatment varies considerably. 


Types of Schizophrenia 


Schizophrenia is a mental disease that in- 
volves the total personality of the individual. 
It is characterized by a marked diminution 
of drive and constructive energy output as 
well as of sexual and autonomic function 
and an inability to react quickly and appro- 
priately to environmental stimuli. Think- 
ing is characteristically subjective, with a 
tendency to fantasies, daydreams, and ru- 





mination. Hallucinations, especially audi- 
tory, and delusions form a part of the gen- 
eral picture but do not invariably have to 
be present in order to establish a diagnosis 
of schizophrenia. There are many schizo- 
phrenics who show no hallucinations or de- 
lusions in the early stages of their disease. 

Traditionally, schizophrenia is divided 
into four types, which are not always dis- 
tinct or clearly defined. The simple type 
is characterized mainly by dullness, apathy, 
or preoccupation, with a gradual tendency 
to withdraw more and more from reality 
into a world of fantasy and daydreams. Hal- 
lucinations and delusions are not usually 
observed. The paranoid form of schizo- 
phrenia manifests a considerable degree of 
suspiciousness, with a tendency to misinter- 
pret trivial and insignificant events in the 
environment. Ideas of reference and per- 
secution become prominent and although 
these are loosely connected there is usually 
a central theme upon which these ideas are 
based. Hallucinations are fairly active. The 
catatonic type shows two forms: the cata- 
tonic stupor and catatonic excitement. Cata- 
tonic stupor does not have the usual medical 
connotation of stupor meaning unconscious- 
ness but merely signifies such an extreme 
withdrawal from reality that the patient is 
entirely oblivious to his surroundings and 
functions on a vegetative level. He will not 
respond to stimuli, remains mute, will not 
eat, wets and soils himself, and must be 
cared for like an infant. In catatonic excite- 
ment there is a marked degree of overactiv- 
ity which is rather discordant and impulsive, 
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without much relationship to environmental 
stimuli and directed by hallucinatory ex- 
periences and delusional ideas. The hebe- 
phrenic type of schizophrenia manifests a 
picture of silliness, dilapidation, extreme 
puerility, mischievous behavior, inappro- 
priate giggling and smiling, and the most 
fantastic and bizarre delusions, with active 
auditory hallucinations. 

These four types of schizophrenia are 
significant only from the point of view of 
prognosis and as a guide in the choice of 
one of the shock therapies. 


Types of Shock Therapy 


Within a period of approximately ten 
years, newer forms of treatment have been 
devised for mental diseases. These modern 
methods of therapy have been called “ shock 
treatment ” as a general term. Specifically 
there are various forms of “ shock treat- 
ments,” such as insulin coma treatment, 
ambulatory insulin, and electroshock therapy. 
Treatment with metrazol, given by vein, is 
now obsolete since it has been superseded 
by the simpler electroshock therapy. 


1. Insulin Coma Treatment 


Introduction: Dr. Manfred Sakel of 
Vienna devised this form of therapy about 
1933. At first, he used substantial doses of 
insulin to produce hypoglycemia in the 
treatment of drug addicts. At times, an 
overdose of insulin, or insufficient nourish- 
ment after the insulin, produced severe 
hypoglycemic shocks. The observations Dr. 
Sakel made on these occasions led him to 
apply this profound hypoglycemia (lowered 
blood sugar due to injection of insulin) first 
to patients showing excited states, and then 
to patients with schizophrenia.! This treat- 
ment uses the same type of insulin em- 
ployed in diabetes but otherwise has nothing 
to do with diabetes. 

Definition: Insulin shock therapy is a 
form of treatment for schizophrenia, espe- 
cially the paranoid type, in which gradually 
increasing doses of insulin are injected intra- 
muscularly until a “ shock dose” is reached 
which produces a comatose state. This 


1 Manfred Sakel: The Pharmacological Shock 
Treatment of Schizophrenia. Nervous and Mental 
Disease Monograph No. 62, Nervous and Mental 
a Publishing Company, Washington, D. C., 


IN SCHIZOPHRENIA 


“shock dose” is then maintained until about 
fifty comas have been produced, at which 
time the treatment is considered as prac- 
tically completed. 

Selection of Patients: For best results 
schizophrenic patients whose illness is of 
less than six months’ duration are selected, 
and in such cases, remissions occur to the 
extent of 67 to 70 per cent. This compares 
favorably with the spontaneous remission 
rate of 25 to 30 per cent for this same group. 
When the mental disease is of longer dura- 
tion, the remission rate is lower. When the 
psychosis has lasted for a period exceeding 
three years, there is only a slight possibility 
of remission with insulin coma therapy. 


Preliminary Procedures: The patient is 
given a thorough and complete physical 
examination, including a neurological status. 
X-rays of chest, skuil, and spine are taken. 
An electrocardiogram and electroencephalo- 
gram are done. The basal metabolic rate, a 
complete blood count, urinalysis, blood 
chemistry, and blood Wassermann are all 
determined prior to treatment. 

The Treatment Procedure: Phase I— 
Induction: The patients are sent to a special 
insulin ward, without breakfast, and placed 
in bed. Intramuscular injections of insulin 
are given each patient by the nurse, at about 
7 a.M., the dose having previously been pre- 
scribed by the physician in charge. The 
initial dose is twenty units of insulin and 
this is increased daily by ten units until a 
dose is given which produces coma (shock), 
and then the patient is maintained on this 
dose. When a coma dose is reached, the 
patient is said to be in phase II. The treat- 
ments are given six days weekly. The in- 
sulin dose necessary to produce coma varies 
greatly in individual patients, from thirty 
units or less to 300 units or more. Conse- 
quently, phase I may last from three days 
or less to three weeks or more. 

In the first few days of treatment, there 
is usually no marked reaction, but as the 
insulin dose grows larger, signs and symp- 
toms of hypoglycemia appear, such as 
hunger, weakness, drowsiness, excessive 
perspiration, and so on. Such effects of the 
insulin occur about an hour or more after 
the injection. In this phase the patient can 
drink his glucose at the termination of the 
treatment period, which is about four to five 
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hours after the injection of insulin. The 
dose of glucose given each patient to counter- 
act the insulin at the end of the treatment 
period is one gram per unit of insulin in- 
jected, plus an additional 10 per cent of 
sugar, made up in about a 40 per cent 
solution. 

Phase II—Shock (or Coma): As men- 
tioned in the preceding section, with a suffi- 
ciently high dose of insulin the patient goes 
into shock (coma). This usually occurs in 
the third or fourth hour following the injec- 
tion. Before coma ensues there is light 
sweating of the forehead. Perspiration in- 
creases, becomes generalized, and may be 
so profuse as to soak the patient’s pajamas 
and bed sheets. The patient then becomes 
drowsy, gradually stuporous, and finally 
comatose. This coma may attain a vary- 
ing depth. (We consider our patients “in 
coma” when they cannot be roused by 
ordinary external stimuli.) At first the re- 
flexes are still intact, but as coma deepens, 
pathological reflexes appear (Babinski, Gor- 
don, Oppenheim, and so on) and finally the 
reflexes disappear, so that the patient has a 
complete areflexia with atonia of the entire 
musculature. 

This is called a “ wet shock” and other 
features may be evident, such as stretchings 
and twitchings with vague movements of 
arms and legs, psychomotor restlessness in 
which the patient flings himself about, rolls 
over, beats the air, and strikes out about 
him. (In order to prevent injury or fall- 
ing out of bed, we use a specially con- 
structed canvas jacket, the ends of which 
can be tied to the bed.) There may be 
shallow breathing or quick or irregular 
respirations. Salivation is markedly in- 
creased and the patient may groan or shriek, 
grind his teeth, twitch or sputter, or make 
snorting or rasping noises. There may also 
be brief transitory muscular spasms of the 
extremities, or an intense tremor of the en- 
tire body. The pulse rate may drop as low 
as 34 and the body temperature may de- 
crease to 89.6°F. 

Instead of the above described “ wet 
shock,” which is generally desirable in this 
treatment, a so-called “dry shock” may 
occur. This “dry shock” simply consists 
of a sudden severe and typical epileptic 
seizure with tonic and clonic phases, pos- 
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sible biting of the tongue, and at times a bad 
pulse. This type of reaction cannot always 
be predicted in advance and occurs usually 
in the second or third hour after the in- 
jection of insulin. We feel that this “ dry 
shock” (sudden epileptoid convulsion) is 
undesirable, since in our investigations ? we 
found that about 20 per cent of patients 
showing these convulsions develop fractures 
of the spinal vertebrae. Consequently, to 
prevent severe myoclonic twitchings and 
possible convulsions, phenobarbital is given 
as a prophylactic measure. Controlled, elec- 
trically induced convulsions can be com- 
bined with the insulin coma treatment in 
certain types of schizophrenia. 

The patient is permitted to remain in 
coma from one-half to one and one-half 
hours, depending on psychiatric factors, and 
he is usually left with an amnesia for most 
of this period. As previously mentioned, 
about fifty comas are considered a complete 
course of therapy and consequently this 
period extends for about nine weeks. 

When it is desired to interrupt the shock, 
a tube is inserted through the nose into the 
stomach. Before the glucose solution is 
poured through, it is necessary to test for 
the position of the tube in the stomach, since 
accidentally it may extend into the lungs. 
This is accomplished simply by attaching 
the bulb of an aspirator to the funnel (nasal) 
end of the stomach tube, injecting air rapidly 
through the tube, and then with the free 
hand one can feel the vibrations of the in- 
jected air over the abdominal wall. The 
glucose solution is poured in and the patient 
gradually awakens in seven to fifteen 
minutes. In about half an hour he is fully 
awake. 

Intravenous glucose injections are given 
only in emergencies, such as threatening 
respiratory or cardiovascular collapse. With 
intravenous glucose, the patient rouses with 
dramatic rapidity and is then given addi- 
tional glucose by mouth within one-half 
hour to neutralize any remaining insulin in 
the body. 


2P. Polatin, M. M. Friedman, M. M. Harris, 
W. A. Horwitz: “ Vertebral Fractures as a Com- 
plication of Convulsions in Hypoglycemic Shock 
and Metrazol Therapy in Psychiatric Disorders.” 
Journal of the American Medical Association, 
115: 433 (August 10, 1940). 
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After the patient is awake, he receives a 
complete breakfast (about 11:30 a.m. or 12 
noon), consisting of a high percentage of 
carbohydrates. Then a shower follows; he 
is given clean, dry pajamas and is escorted 
to his own ward where he is permitted to 
dress himself and to engage in the usual 
activities of that ward for the entire after- 
noon and evening. No patient is permitted 
out of the building on any insulin treatment 
day because of the possibility of after-shock. 

Phase I1I—Resting: This merely consists 
of one day a week when the patient is not 
receiving any insulin therapy. This is 
designed for the purpose of determining and 
observing the patient’s progress, to continue 
psychotherapy, and to permit relatives to 
visit. 

Phase IV—Stabilization: After the pa- 
tient has had about fifty comas (shocks) 
and we wish to terminate therapy, we give 
smaller doses of insulin for the subsequent 
five to eight days so that no coma occurs 
but merely a hypoglycemic reaction. After 
this time and when the insulin dose has been 
reduced to about thirty or forty units, all 
treatment is discontinued. 

The individual treatment with insulin 
coma takes about four to five hours and the 
complete course of this therapy extends over 
a period of about two to three months. 


2. Ambulatory Insulin Treatment 


A modification of the insulin coma therapy 
has been introduced at the Psychiatric Insti- 
tute by us.* This consists of the adminis- 
tration of relatively small doses of insulin 
intramuscularly to produce mild hypogly- 
cemic reactions in patients who are not con- 
fined to bed but are permitted to be up and 
about on their respective wards. The pa- 
tients receive one intramuscular injection of 
insulin daily at 5:00 a.m. and then at 8:00 
A.M. are given the usual hospital breakfast. 
The initial dose is five units and this is in- 
creased daily by five units until the patients 
manifest a mild hypoglycemic reaction, char- 
acterized by weakness, excessive perspira- 
tion, and some drowsiness. Usually the 
hypoglycemic symptoms manifest themselves 
about two hours after the injection and 


3 P, Polatin, H. Spotnitz, B. Wiesel: “Ambula- 
tory Insulin Treatment of Mental Disorders.” 
New York State Journal of Medicine, 40: 843 
(June 1, 1940). 


gradually increase in severity. Patients are 
permitted to remain in a state of hypogly- 
cemia for from fifteen to forty-five minutes, 
depending on the intensity of the symptoms. 
As a general rule, forty units of insulin 
daily in one dose are sufficient to produce 
the desired effect. The hypoglycemic state 
is usually terminated with breakfast, given 
about three to four hours after the injection 
of insulin. During hypoglycemia, the pa- 
tients are up and about, mingling with the 
others and attending to their routine ward 
duties. The mild hypoglycemic symptoms 
do not prevent the patients from feeding 
themselves at breakfast without any assist- 
ance. This technique enormously simplifies 
the problem of insulin treatment. A much 
larger group of patients can be treated than 
with the insulin coma procedure, with very 
little additional work on the part of physi- 
cians and nurses, and with relatively little 
danger. No special ward or expensive 
setup is necessary and consequently the 
financial saving is great. About one hun- 
dred treatments are considered a course of 
therapy. 


3. Electroconvulsive Therapy 


In 1937 an Italian physician, Cerletti, 
experimenting with animals, found that if 
he passed an electric current through the 
head of a dog, a typical epileptic fit ensued. 
Bini, of Cerletti’s clinic in Rome, constructed 
a suitable apparatus and both of these in- 
vestigators applied the method to patients 
with schizophrenia. 

The apparatus consists of a small portable 
electric box attached to which is an instru- 
ment resembling a large pair of obstetrical 
forceps or calipers with electrodes at each 
end. The electrodes, about four inches 
square, are covered with a cloth soaked in 20 
per cent solution of salt water and are ap- 
plied to the patient’s temples just above the 
ears. This area of contact is first moistened 
with an electrode jelly to aid conduction of 
the electric current. The treatment begins 
with the dial set at a voltage of 100 and 
with the time set for two-tenths of a second. 
Upon closure of the circuit, the patient im- 
mediately loses consciousness and a gen- 
eralized convulsion occurs, characterized 
mainly by a tonic phase. Within a few 
minutes, the patient recovers consciousness 
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and is unable to remember what has occurred 
from the time the treatment was adminis- 
tered. After eight to ten minutes he seems 
completely clear and may sleep quietly for 
some time, awaking quite refreshed. The 
treatments are given three times a week. In 
schizophrenia a course of treatment con- 
sists of fifteen to twenty convulsions. If, on 
occasion, a convulsion does not occur, the 
voltage or the time is increased immediately 
and another treatment given. 

After a patient has had about five or six 
convulsions a beginning forgetfulness and 
confusion is observed. This amnesia may 
reach a greater or lesser degree of intensity 
in individual patients as the electroconvul- 
sive therapy is continued, and it is a source 
of great concern to the patient and his 
family. This condition, however, is only a 
temporary one during the course of the con- 
vulsive treatment and disappears gradually 
after the therapy is terminated, in from one 
to four weeks. The patient and his family 
must be warned in advance of the onset of 
amnesia during electroshock therapy and 
must be reassured that it will gradually dis- 
appear after treatment ends. 


Indications for Shock Treatment 

There are no rigid, specific, or inflexible 
rules in selecting the type of shock therapy 
for any of the various forms of mental 
illness. In general, we may say that electro- 
shock is far more effective in manic-depres- 
sive and involutional psychoses while insulin 
is most effective in schizophrenia. In psy- 
choneurotic patients, shock therapy is gen- 
erally unsatisfactory. 

In regard to the various forms of schizo- 
phrenia we may say that insulin coma is 
seemingly far superior to electroshock in the 
simple, hebephrenic, and paranoid types. In 
catatonic stupor and catatonic excitement, 
however, electroshock competes successfully 
with insulin even though, in some cases, the 
action of electroshock should be reinforced 
with insulin coma. In catatonic patients, 
insulin alone is often not successful but may 
be so if used in conjunction with electro- 
shock. In other words, the catatonic form 
of schizophrenia responds best to a com- 
bination of electroshock and insulin. 

There are certain forms of schizophrenia 
in which electroshock therapy seems to exert 
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a rapid and favorable influence. For in- 
stance: (1) depressive conditions associated 
with schizophrenia; (2) acute schizophrenic 
panic states with marked fear, apprehension, 
and anxiety and with active auditory hallu- 
cinations and paranoid delusions; (3) recent 
onset of a catatonic confusional state with 
considerable dread and apprehension; (4) 
in long-standing, chronic cases of schizo- 
phrenia. 

Ambulatory insulin has proven itself to 
be of considerable value in schizophrenia. 
The indications for its use are as follows: 
(1) fairly well-preserved schizophrenic pa- 
tients showing no marked signs of disinte- 
gration or regression but manifesting anxiety 
and emotional outbursts; (2) any form of 
tension state in connection with schizo- 
phrenia (This would include those basically 
schizophrenic patients with a large super- 
structure of neurosis, such as an obsessional 
or hysterical component.) ; (3) in support 
of psychotherapy in those schizophrenic 
patients well enough preserved to have psy- 
chotherapy initiated; (4) in chronic schizo- 
phrenic patients who are restless, destruc- 
tive, refuse food, and are generally difficult 
to care for; (5) in those schizophrenic pa- 
tients who have had a course of electroshock 
therapy with improvement but after two 
weeks begin to relapse. These patients then 
placed on ambulatory insulin will manifest 
favorable effects again and maintain their 
progress. 

The ambulatory insulin therapy is not a 
substitute for the insulin coma treatment. 


Complications and Sequelae 


Insulin coma treatment is a complicated 
therapy that requires great technical skill 
and knowledge of all the aspects of the treat- 
ment. At present this therapy is so well 
elaborated that it cannot be considered very 
dangerous to life even though it has a death 
rate of about 0.5 per cent. The main cause 
of death is prolonged coma. The second 
important group of complications is pul- 
monary, such as pulmonary edema, sudden 
stoppage of the respiration, and pulmonary 
abscess. The third important group is made 
up of the cardiovascular complications such 
as myocardial damage or vasomotor collapse. 

A serious complication of electroshock 
therapy is cessation of respiration during 
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treatment. This is usually overcome by 
artificial respiration and the state of apnea 
is temporary even though it is known that 
in some cases death occurs. The mortality 
rate, in general, for electroshock is 0.1 per 
cent. Certain other complications may 
occur, such as dislocation of the jaw, which 
is immediately replaced without difficulty ; 
fracture of one or several spinal vertebrae, 
which at the present time has no disabling 
significance and does not require any special 
treatment. However, if electroshock is to 
be continued in the face of vertebral frac- 
tures, then curare should be given in con- 
junction with electroshock. Fractures of 
the long bones such as the arm and thigh 
also occur occasionally. 

With ambulatory insulin no complications 
or sequelae have been observed. 

Insulin coma or ambulatory insulin treat- 
ments should not be given to patients suffer- 
ing from heart or lung diseases, high blood 
pressure, acute febrile infections, or organic 
brain diseases. Electroshock therapy, on the 
contrary, can be given to older people with 
some cerebral arteriosclerosis, to those with 
heart disease or high blood pressure, and to 
women who may be pregnant.* 

Considering the severity of the mental 
disease with which we are dealing, the risks 
taken with these treatments are negligible 
compared with surgical or medical pro- 
cedures employed for physical diseases that 
are less grave and have a much higher de- 
gree of risk. It must also be emphasized 
that in some mental diseases the omission 
of shock therapy is more risky (suicide, ex- 
haustion, loss of weight, and so on) than the 
application of the shock treatment. 


Theories of Mechanism of Shock Therapy 


All shock treatments are considered un- 
specific remedies. There is no etiological 
connection with schizophrenia. The shock 
therapies are purely empirical procedures 
and consequently the exact mechanism is 
unknown. There are speculations and many 
theories about the action of these treatments 
which may be divided into two groups—the 
organic and the psychogenic theories. The 
organic theories all stress the major altera- 
tions occurring in cerebral metabolism pro- 

4P. Polatin, P. Hoch: “ Electroshock Therapy 


in Pregnant Mental Patients.” New York State 
Journal of Medicine, 45: 1562 (July 15, 1945). 


duced by insulin and electroshock. Some 
authors emphasize the ultimate favorable 
effects of anoxemia in both forms of shock 
therapy, rapidly produced in electroshock, 
or more slowly evident in insulin coma by 
reducing the glucose content of the brain. 
Others stress the stimulation of the vegeta- 
tive centers of the brain by shock treatments, 
which soon leads to an increase in weight, 
an increase in vitality, and changes in the 
emotional organization of the individual. 
Still other investigators emphasize the seda- 
tive influence of insulin on an overactive or 
overstimulated nervous system and the 
similar action of the convulsive discharge 
produced by electroshock. All the physio- 
logical and psychiatric investigations show 
that shock treatments produce a profound 
alteration in the functioning of the nervous 
system even though many details of this 
alteration are unknown. 

Some of the psychogenic theories em- 
phasize that the shock-treated patients re- 
ceive much more individual attention from 
the nurses and physicians than the non- 
shock-treated patients. The psychological 
effect of such intensive and personal care of 
the patient is said to produce the favorable 
response. Other investigators stress the 
element of fear present in the shock-treated 
patients and consequently the urgent need 
on the part of the patient to get well in order 
to avoid further exposure to the fear-evoking, 
punitive agent, the shock therapy. The psy- 
choanalytic explanation stresses the element 
of death and rebirth. Rendering the patient 
unconscious by means of shock treatment 
results in the loss of the ego and this repre- 
sents an actual experience of death. After 
coming out of the treatment there is a sub- 
sequent experience of rebirth. This reduces 
the patient’s narcissism and permits him to 
reappraise reality in a more favorable light. 


Psychotherapy with Shock Therapy 


We have constantly stressed the fact that 
shock therapy alone is not a cure for schizo- 
phrenia. Shock therapy is a means of tem- 
porarily improving the patient’s mental state 
so that he is closer to reality and now be- 
comes accessible to psychotherapy. Only 
with psychotherapy continued for a long 
period of time after shock therapy can we 
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hope for an ultimate favorable outcome. 
Shock-treated patients, if the treatment is 
not followed by psychotherapy, will show 
a marked tendency to relapse following a 
short period of improvement. Another 
factor of great importance in the rehabili- 
tation of the shock-treated patient is the role 
of the psychiatric social worker. We know 
that mental disease does not occur in a 
vacuum. There are many environmental 
factors and interfamilial stresses and strains, 
especially in regard to parents, which may 
precipitate a schizophrenic disorder. Con- 
sequently, if a shock-treated patient improves 
and is returned to the same setting that pre- 
cipitated the psychosis, a relapse will quickly 
follow. It is therefore imperative for the 
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social worker to play an active role in manip- 
ulation of the environment and in treatment 
of the family as a part of the psychothera- 
peutic program in any shock-treated patient. 

The final evaluation of shock therapy must 
await more detailed information concerning 
its immediate or delayed effects on the cen- 
tral nervous system, the length of remis- 
sions, and the quality of improvement. It 
is still debatable in the minds of some in- 
vestigators whether the need justifies the 
means. We do know, however, that these 
more recent forms of therapy offer, at the 
present time, the greatest hope for improve- 
ment in the vast number of patients suffer- 
ing from schizophrenia, if and only when 
they are followed by psychotherapy. 


Case Work with Schizophrenic Patients 
Treated with Shock Therapies 


Rowena RYERSON 


HE PSYCHIATRIC SOCIAL 

WORKER employed in the mental hos- 
pital is aware that the patient who is ad- 
mitted with a diagnosis of schizophrenia pre- 
sents a special set of personality traits which 
may be referred to as schizoidism. Hinsie 
describes this as a “‘ name used to designate 
that type of person who lives essentially 
within himself, who shuns reality for reverie. 
He is an introvert, loosely connected with 
the members of his family and affiliated in- 
tellectually, if at all, with extra-familial 
activities. He invests his feelings in 
things, not in people, save his parents, or 
perhaps, a brother or sister.” ? 

In addition to this basically withdrawn 
and asocial personality, the patient presents 
a number of clinical symptoms, the severity 
of which preclude his adjustment in the com- 
munity for an indeterminate period of time 
and necessitate certain treatment procedures, 
which can be undertaken only within the 
protected setting of the hospital. According 
to psychiatric opinion, these acute symptoms 
appearing at any time during the life of the 


*Leland E. Hinsie, M.D.: ‘“ Schizophrenias.” 
Psychoanalysis Today, edited by Sandor Lorand, 
International Universities Press, New York, 1944, 
pp. 274-275. 
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schizoid individual represent his unsuccess- 
ful attempt to compromise with, on the one 
hand, internal instinctual drives seeking out- 
let and, on the other, greater demands from 
his environment for interaction with people. 
It is the appearance of these acute disabling 
symptoms which moves the individual in a 
clinical diagnostic sense from the category 
of schizoidism to that of schizophrenia. 

The immediate treatment of the patient 
is concerned, therefore, with the removal or 
amelioration of the acute symptoms that 
inhibit the patient’s adjustment in the com- 
munity.?_ The degree to which this has been 
accelerated and facilitated by the employ- 
ment of the shock therapies in the form of 
electroconvulsive therapy (ECT) and in- 
sulin shock therapy, of both the deep coma 
and ambulatory type, has been discussed by 
Dr. Polatin. He has pointed out that shock 
therapy, however gratifying the immediate 
results may be, represents only one segment 
of the total treatment, which to be success- 
ful in a lasting sense must be directed toward 

?It should be stated here that, as indicated by 
Dr. Polatin in the preceding article, shock treat- 
ment is considered relatively ineffective in cases 
of schizophrenia of more than three years’ dura- 


tion. In this paper, therefore, we are considering 
those patients with illness of recent or acute onset. 
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a modification of the original schizoid per- 
sonality make-up of the individual. Hinsie 
states that, “ The average schizoid individ- 
ual can be trained to direct his energies 
upon his environment. He can be taught 
that reality is not as harsh and forbidding 
as he conceives it to be. He just does 
not know from experience. . . . In a word, 
treatment consists of socializing the indi- 
vidual, of attaching the emotions to whole- 
some environmental interests.” ° 

In an overall psychotherapeutic plan, 
therefore, provision must be made for fol- 
lowing shock therapy procedures with a pro- 
gram that includes redirection of the pa- 
tient’s energies from preoccupations within 
himself to interests in his environment; re- 
orientation of the patient’s family or those 
persons closest to him to an understanding 
of the illness and his needs, both practical 
and emotional ; and whatever actual environ- 
mental manipulation may be indicated in pro- 
viding employment, living arrangements, and 
recreational outlets that open the way for the 
healthiest possible adaptation of the patient’s 
interests and energies within the limitations 
of his personality structure. 

As social workers in the mental hospital, 
we are concerned with the utilization of our 
skills, in the usual co-operating relationship 
with the treating physician, in facilitating 
the use of shock treatments where medically 
recommended, and in integrating this phase 
of the patient’s treatment with the type of 
long-term therapeutic program referred to 
above. Inasmuch as in actual practice in 
most hospitals the major part of the fol- 
low-up work with patients and their families 
rests with the social worker, it can readily 
be seen that the utilization of shock methods 
in accelerating the remissions of patients 
from their acute symptoms, and consequently 
facilitating their early discharge from the 
hospital, increases rather than decreases the 
responsibility of social workers in the read- 
justment of patients from hospital to com- 
munity environment. In this paper I shall 
discuss some of the problems and changes 
which the introduction of shock therapy pro- 
cedures have brought the social worker em- 
ployed in a psychiatric hospital, both for 
herself and in her work with patients and 
relatives.* 


* Op. cit., pp. 276-277. 
& 
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Importance of Technical Knowledge 

The social worker in the mental hospital 
should have an accurate technical knowledge 
of the various forms of shock therapy as it 
is available in the most advanced medical 
circles today. This is not, of course, because 
she will use the information directly in any 
sort of medical recommendation, but be- 
cause it is impossible to help any patient or 
relative toward accepting a medical recom- 
mendation or its alternative unless the 
worker herself has a realistic understanding 
of the purpose and technique of the treat- 
ment, its possibilities and limitations, and 
its place in the total treatment plan. As 
is true of many experimental procedures, 
there have been conflicting medical opinions 
about the efficacy of shock therapy, differ- 
ences in statistical results in various hos- 
pitals, and further difficulty in evaluating 
these statistics. It is natural that the worker 
herself should be conflicted, in view of these 
differences, about the use of a form of treat- 
ment which appears radical and experi- 
mental, and which undoubtedly produces 
clinically profound changes in the course of 
mental disorders. 

It must be recognized that the chemical 
and physiological changes occurring in the 
course of the treatment are not explained 
to our complete satisfaction, and the dy- 
namic, psychological changes even less so. 
These are uncertainties to which social 
workers, who are increasingly being trained 
to look scientifically for causation and logi- 
cal explanation, must adjust themselves. It 
does seem that social workers have experi- 
enced an unusual degree of conflict over the 
use of shock methods in contrast to their 
ability to accept other equally experimental 
medical procedures, for example, the use of 
gold injections in the treatment of chronic 
arthritis, which is comparable as an experi- 
mental procedure with certain potential dan- 
gers. Fortunately, certain factual results on 
the basis of empirical evidence are emerging 
from the last ten years of research and with 
these the worker should be acquainted. 


* Source material and case illustrations, with ap- 
propriate changes in identifying data, have been 
drawn from the records of the New York State 
Psychiatric Institute and Hospital. See “The 
Results of Electric Shock Therapy at the New 
York State Psychiatric Institute and Hospital,” 
by Nolan D. C. Lewis, M.D. Psychiatric Quar- 
terly Supplement, XV (July, 1941), p. 292. 
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It is my opinion that it is important also 
for the worker to have observed at firsthand 
the administration of the therapies. In the 
same way that we cannot learn about schizo- 
phrenia entirely from the textbooks but must 
also get the “feeling” for this disorder 
through firsthand contacts with patients suf- 
fering from it, it is equally important that 
the worker get a deeper than intellectual 
understanding of what her patients experi- 
ence in undergoing shock treatment. Many 
workers observing electric shock for the first 
time, for example, express conflicting feel- 
ings concerning the use of electrically in- 
duced convulsions, associating it with elec- 
trocution and so on, in spite of their 
knowledge of the moderate voltage employed 
and the very few injurious results of the 
treatment on record. By the emergence and 
working through of her own feelings the 
worker is better able to identify with and 
work through the apprehensions and con- 
cerns of patients and relatives. 


Contact During Hospitalization 


It is the practice at the Psychiatric Insti- 
tute for the social worker to begin a regular 
contact with the patient during the early 
period of his hospitalization, unless contra- 
indicated for some specific reason. It has 
been found that there are advantages for 
both worker and patient in getting to know 
each other early in the patient’s treatment 
period, particularly in the case of schizo- 
phrenics who do not relate themselves read- 
ily to another person. The contact is usu- 
ally a casual, friendly one and is always 
carried, of course, under the consultation of 
the treating physician. Although patients 
are often inaccessible to the usual psycho- 
therapeutic approaches during the course of 
shock treatment, it has been found that the 
worker may function in a useful capacity in 
discussing with the patient his fears and 
reactions to the treatment. The physician, 
of course, assumes responsibility for the 
initial preparation of the patient. However 
careful this preparation, the patient may 
continue to feel anxious and frightened, and 
frequently, when ECT is to be used, ex- 
presses a kind of dread and apprehension. 
In these instances, the social worker may 
visit the patient at brief, frequent intervals, 
at which time she encourages the patient to 
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express his anxieties, answers questions, and 
provides reassurance that helps the patient 
through this difficult period. 

The social worker’s relationship with the 
hospitalized patient is unique in that it con- 
tains no elements of authority. Inherent in 
his function of treating physician is the doc- 
tor’s authority in such matters as supervis- 
ing the patient’s medical care, deciding upon 
shock treatment, giving permission for week- 
ends, and so on. The nursing staff has 
responsibility for seeing that the patient car- 
ries out his share of the ward tasks and 
follows the day’s routine. The social worker 
alone is an individual divested of authority 
and identified with the feelings of the patient, 
whether they are positive or negative, toward 
the nurse, the doctor, or the hospital. In 
the case of certain patients, especially those 
showing paranoid trends, this has been 
found to be therapeutically useful. 

A young adult patient from the time of 
her admission expressed resistance to hos- 
pitalization, antagonism toward the doctor 
who “forced” shock treatment upon her, 
and the nurses who insisted upon the day’s 
routine, as well as ideas of reference based 
upon unconscious homosexual trends toward 
the other women patients on the ward. 
Toward the social worker, the patient was 
uniformly positive. The worker, recogniz- 
ing the basic homosexual conflict, maintained 
the relationship within careful bounds, at 
the same time showing interest and a degree 
of warmth, and encouraging the expression 
of the patient’s suspicions concerning the 
motives of those around her. The release 
itself was helpful. In addition, the degree 
of confidence in the worker which the patient 
developed was such that it was possible to 
talk through and clear up some of the mis- 
understandings, with the result that the 
patient was able to accept hospitalization for 
the period necessary to complete the course 
of treatments. 


Post-Hospitalization Treatment 


Favorable results with shock therapy have 
markedly reduced the length of hospitaliza- 
tion for many patients, who find themselves 
within a relatively brief period symptom- 
free or their symptoms ameliorated to the 
extent that they request discharge. At this 
point, sufficient stabilization has not oc- 
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curred to assure lasting improvement, and 
it has been possible to make only a beginning 
psychotherapeutic approach to these pa- 
tients, who may not have been accessible 
during the administration of shock. In addi- 
tion to the desire of the patients to resume 
life in the community as soon as possible 
it has been impossible in state institutions, 
for administrative reasons, to maintain pa- 
tients in the sheltered environment of the 
hospital after their behavior has improved to 
the point where community adjustment is 
possible. At the Psychiatric Institute, the 
treatment of discharged patients is fre- 
quently, though not always, carried by the 
social worker to whom psychiatric consul- 
tation is always available. 

The direction of case work treatment with 
the post-schizophrenic patient is toward 
synthesis of the patient’s personality, the aim 
being to aid in whatever way possible the 
repression of the conflicts precipitating the 
breakdown, a decrease in self-preoccupation, 
and the diversion of the patient’s energies 
toward normal external interests. 

A typical case illustration is that of a 
young married woman who was hospitalized 
in an acute catatonic episode following the 
birth of her second child. She improved 
rapidly under a course of ambulatory insulin 
and ECT, losing her hallucinations, confu- 
sion, paranoid ideas, agitation, and depres- 
sive symptoms. She was discharged two 
months after the termination of ECT, the 
total hospitalization period being four 
months. After the usual reactions of con- 
fusion and memory loss began to clear foi- 
lowing the termination of ECT, this patient 
received psychotherapy on a superficial level 
of encouragement and reassurance. At the 
same time, the social worker visited the pa- 
tient three times weekly in the interest of 
developing a relationship that would be con- 
tinued following the discharge of the patient, 
when she would no longer be seeing the 
doctor. The patient, although symptom- 
free, retained the shyness and reserve char- 
acteristic of her pre-psychotic personality. 
She stated that she wished to talk about the 
things that were worrying her, but was un- 
able at first to verbalize them. She gradu- 
ally became at ease with the worker, re- 
sponded to the warmth and stimulation, 
showed renewed interest in re-establishing 


her home and caring for her two small 
children. She was evasive about her illness, 
having an amnesia for the entire period of 
her acute episode. The treatment of the 
worker has been focused on giving help and 
support around the practical realities of the 
patient’s resuming her role as wife and 
mother, without attempting to explore more 
deeply into conflicts relating to the period 
of illness. The existence of a positive rela- 
tionship with the worker and support around 
resuming life outside the hospital have been 
important factors in this patient’s stabiliza- 
tion and adjustment following a relatively 
short period of hospitalization. 

In contrast to the work with more nearly 
normal clients, in which treatment may be 
geared toward the solution of a specific prob- 
lem and the consequent logical termination 
of contact, the relationship between worker 
and patient in the case of the post-schizo- 
phrenic continues for an indeterminate pe- 
riod. We have found that best results are 
obtained when the patient himself is allowed 
to indicate his desire for termination at the 
time that he feels ready for it. This is in 
contrast to work with neurotic or more 
nearly normal personalities, where the 
worker may take more responsibility about 
termination. Federn states that, in the psy- 
choses, the dissolution of the transference 
is to be avoided rather than worked toward.* 
Although the case worker’s relationship is 
not the psychoanalytical transference, we 
have found that the same rule applies, and 
that our best results are achieved in provid- 
ing the post-psychotic patient with a warm 
and supportive relationship for as long a 
period as he himself desires it, without re- 
gard for definite goals of achievement and 
consequent termination of the relationship. 

A young patient who suffered an adoles- 
cent schizophrenia has maintained contact 
with the social worker over a period of four 
years. He indicates how often he wishes 
to come, and what he wishes to discuss, 
although it is evident that he is not working 
toward the solution of any definite problems, 
but rather that the relationship is the im- 
portant therapeutic factor here. Over a 
period of years, there has been observed a 


*Paul Federn, M.D., “ Psychoanalysis of Psy- 
choses.” Psychiatric Quarterly, XVII (January, 
1943), p. 15. 
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significant diminution of his anxiety, a cer- 
tain dulling of his personality, and a restric- 
tion of his activities, which include excellent 
application of himself to a routine clerical 
job, one movie a week, and living in a home 
in which the conditions are quite unfavor- 
able. The evidences of slow deterioration 
point to the possibility of an underlying dis- 
ease process. He has some concern about 
being different, and it is in this area that 
he uses the help of the worker, who accepts 
him in spite of his being different and puts 
no pressures upon him to change. It is 
obvious that the worker could in no way set 
goals of higher social adjustment with this 
patient but that the relationship alone is 
an important factor in helping him to main- 
tain himself in the community without too 
much sense of difference. 

In another case, an adolescent boy was 
discharged following a course of insulin 
therapy, symptom-free but extremely shy 
and withdrawn. At first, weekly interview 
hours with the worker were spent largely in 
silence, as the worker wished to put no 
pressure upon this inarticulate boy to talk. 
Her warmth and friendliness were apparent 
without words. He came promptly to his 
interviews, never missing one. Over a 
period of weeks, he became somewhat more 
able to verbalize his activities but never his 
feelings. It was apparent at the same time 
that he was making marked progress in 
his external adjustment, holding a job, par- 
taking in “ Y” activities, and tentatively 
making a few friends. Eventually, he spoke 
at some length one day about a movie in 
which a mental patient had been cured. The 
worker interpreted to him that this, along 
with other signs, indicated his readiness 
to terminate treatment, which he agreed 
was so. In the past three years, he has 
continued to adjust satisfactorily in the 
community. 


Working with Relatives 


In working with the problems of the men- 
tally ill, we are constantly aware of the seri- 
ous, long-term responsibilities placed upon 
those family members closest to the patient. 
Constant planning and personal sacrifices 
are required of these relatives, not only dur- 
ing the patient’s hospitalization period but 
for an indeterminate time thereafter. In 
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many instances, the object relationships of 
the patient are limited far into adult life 
to members of the immediate family group, 
whose affection, tolerant understanding, and 
active help are a prerequisite to the patient’s 
gaining sufficient security to extend his re- 
lationships outside the home. “ No patient 
can be cured unless his family wishes it, 
even less in the presence of the family’s 
conscious or unconscious hatred.” ® 

Signing the required consent for shock 
therapy is in itself a grave responsibility for 
the relative to take, and when his conflict 
is heightened by ambivalent feelings, con- 
scious or unconscious guilt and hostility 
toward the patient, his indecision and suf- 
fering are heightened. Whereas the recom- 
mendation for treatment is made by the 
physician, the responsibility for helping the 
relative work through his own feelings is 
more often the responsibility of the social 
worker. The relative asks innumerable 
questions which he may have asked the 
physician previously, or which he has been 
afraid to ask. About ECT, for example, 
he questions whether the memory loss is 
permanent. Does brain damage occur which 
affects the higher centers of the brain? 
What is the voltage? Have there been fa- 
talities? What is the convulsion like? Is 
it painful? Does the patient remember it? 
Is his personality going to be changed? Will 
he be cured? Will he resent the relative 
for giving consent? Simple, direct replies 
may prove sufficiently reassuring to the rela- 
tive. Often it is evident that deeper anxie- 
ties prevent his arriving at a decision. 

A daughter unable to sign consent for 
ECT for her mother discussed several times 
with the social worker the doctor’s recom- 
mendation, including the special involve- 
ment of the patient’s having a mild arterio- 
sclerotic condition. The daughter’s anxiety 
was not alleviated. Alternative possibilities 
of removing the patient from the hospital, 
seeking additional consultation for confirma- 
tion of the recommendation were discussed 
and discarded. Some further exploration 
revealed that the daughter had experienced 
similar anxiety regarding every major deci- 
sion involving the mother’s physical welfare 
in the past. 


* Ibid., p. 17. 
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It was not until this relative brought out 
her ambivalent feelings toward the patient, 
her feeling of having been rejected as a 
child, and her resentment at being in the 
position of having the mother-daughter role 
reversed, that she gained insight into the 
basis of her indecision. Feelings of hos- 
tility against the mother and their defense 
in fear of “hurting” and thus retaliating 
for previous injustices stood in the way of 
her signing the necessary consent papers. 
With this insight into her own attitudes, the 
daughter was able to face the problem with 
greater objectivity and arrive at a decision 
that involved less guilt and suffering for 
herself. 

It should be remembered that the final 
decision regarding the administration of 
shock treatments rests with the relative who 
signs consent and that this involves a seri- 
ous responsibility for not only the present 
but the future welfare of the patient. 

Because of our belief that the lasting suc- 
cess of the favorable results of shock treat- 
ment depend in the long run and in signifi- 
cant measure upon favorable external cir- 
cumstances, it has been the policy for social 
service contact with the family to be main- 
tained throughout the period of the patient’s 
hospitalization and thereafter for as long 
a period as seems indicated.’_ The briefer 
period of hospitalization for those patients 
who respond favorably to shock measures 
frequently raises the problem of the social 
worker’s being able to further sufficient 
change in the family situation in this period 
for the discharged patient to return to a 
healthier situation than that from which 
he was hospitalized. 

For example, one young patient was dis- 
charged after a relatively short hospitaliza- 
tion, returning to a pathological home situa- 
tion in which the parents, immersed in their 
own problems, had as yet gained little un- 
derstanding of the patient’s illness or the 
need for amelioration of certain pressures 
at home and at school. Four months later, 


*This paper is concerned with case work prob- 
lems related particularly to shock therapy. See 
“Psychiatric and Social Treatment: Functions and 
Correlations,” by Leona M. Hambrecht, for fuller 
description of content and techniques in case work 
with families of mentally ill patients. Readings in 
Social Case Work, edited by Fern Lowry. Co- 
lumbia University Press, New York, 1939, p. 480. 


the patient was rehospitalized and discharged 
after three months, following a second 
course of shock. Regular contact had been 
maintained by the worker with both parents 
during this period, with favorable results to 
the degree that they were able to gain in- 
sight into the nature of the patient’s condi- 
tion and to refrain from using her in their 
own difficulties with each other. Although 
the patient herself has made, if anything, 
a lower level of social adjustment follow- 
ing the second discharge, the difference in 
the family attitude has resulted in the de- 
crease of emotional and reality pressures to 
the extent that she has been able to remain 
in the community and seems to be showing 
a slow degree of improvement. 

In certain cases where a bad environ- 
mental situation seems irreversible or re- 
sponse to case work methods seems slow 
in sick, neurotic family situations, provision 
should be made for a longer convalescent 
period, during which the patient may have 
opportunity to stabilize in the protected in- 
stitutional setting. In some cases, separa- 
tion from the family on a more or less per- 
manent basis seems advisable, although this 
must be approached with more than the ordi- 
nary degree of caution with the schizophrenic 
patient, who has such an unusual degree 
of difficulty in relating himself to persons 
outside the immediate family circle. 


Psychiatrist and Social Worker 

One of the most important factors in a 
successfully integrated approach to the 
treatment of patient and family is the co- 
operative working relationship of psychia- 
trist and social worker. At the Psychiatric 
Institute, we have found this operates most 
successfully when regular conferences are 
held on about a bi-monthly basis, although 
this varies, of course, with the individual 
case. To these conferences, the physician 
brings his knowledge of the deeper dynamics 
of the patient’s illness and discusses the pa- 
tient’s treatment response and prognosis. 
This is correlated with the information the 
social worker contributes concerning the 
current situation of the family members, 
their attitudes toward the illness, and the 
prognosis for successful readjustment of 
these where indicated. The physician offers 
definite consultation on the nature and con- 
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tent of the social worker’s contact with the 
patient and, in turn, uses the additional ma- 
terial furnished him by the worker in guid- 
ing his handling of his contacts with the fam- 
ily. The importance of such teamwork is 
self-evident. 


Community Relationships 


This paper should not be concluded with- 
out reference to the co-operative working 
relationship with community agencies which 
show increasing understanding and accept- 
ance of the post-psychotic patient and readi- 
ness to offer their assistance in providing 
employment, recreational, housing, and other 
resources. However, in considering the re- 
ferral of the discharged patient to a com- 
munity agency, his readiness to terminate 
his tie to the hospital must be given careful 
consideration. The post-schizophrenic pa- 
tient particularly, in an effort to insure him- 
self against recurrence of his illness, may 
strive intellectually to make use of every 
resource that he believes will encourage a 
more normal, healthy adjustment to his en- 
vironment, but he may be unable emotionally 
to sustain such a program. 

An adolescent patient who made a good 
recovery from a_ schizophrenic episode 
showed unusual insight into her asocial 
tendencies as causative factors in her illness. 
She expressed a desire to undertake camp 
and recreational activities, to return to her 
community school, and to sever her ties 
with the hospital as a part of integration 
into the community and a return to normal 
life. Referral to a community agency was 
most carefully arranged, every effort being 
made to make the transition an easy one. 
However, from each of the activities which 
the patient and the community agency 


worker undertook, the patient withdrew in 


a panic at the last moment, unable to explain 
or cope with her reactions. Eventually, she 
returned to the hospital school and to her 
earlier relationships with the physician and 
the social worker, which seemed to be on 
a father and mother substitute basis. She 
adjusts fairly well and remains relatively 
free of her earlier symptoms but seems un- 
able at present to extend her object rela- 
tionships beyond the “ family circle.” 
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Many examples could be quoted, of course, 
of referral situations that have been worked 
through successfully, but emphasis should 
be given to the slowness and carefulness that 
must prevail in any kind of major environ- 
mental readjustment in the lives of schizo- 
phrenic patients. I would stress again that 
the sustaining relationship with the physician 
and/or the social worker often appears to 
be the chief therapeutic factor in the stabili- 
zation and reintegration of the personalities 
of those patients who have made an initially 
favorable response to any of the forms of 
shock treatment. 


In summary, workers having a broad basis 
of study and experience with patients treated 
by shock therapy have come to realize that 
it can in no way be considered a cure-all 
in the treatment of schizophrenic patients. 
Over a period of time this form of treatment 
has found its place as an important instru- 
ment in accelerating the relief of acute symp- 
tomatology in certain patients, making them 
accessible to psychotherapeutic procedures 
and diminishing the period of hospitalization. 
Patients should be individually selected for 
this method of treatment by skilled and ex- 
perienced psychiatrists in the same way that 
they are selected for psychoanalytic pro- 
cedures or any other specialized psychiatric 
treatment. 

Along with consideration of what the 
shock therapy may accomplish in the pa- 
tient’s treatment, there must also be a con- 
sideration of what kind of environment the 
patient will find himself in upon leaving 
the hospital, what kind of persons he will 
live with, and what kind of work he may be 
able to do. Whereas the physician will be 
able to contribute skilled professional advice 
concerning the prognosis of the patient under 
shock, the social worker has- responsibility 
for evaluating the familial and environmental 
situation. She is able to make a prognosis 
here, too, regarding the patient’s ability to 
consolidate the gains made in the first phase 
of treatment through the possibilities of 
favorably influencing the environmental 
situation in the interest of his stabilization 
thereafter. 





Personality Patterns in Unmarried Mothers 
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HE PSYCHOLOGY of the unmarried 

mother—what she is like and why she 
becomes an unmarried mother—is an in- 
finitely complex question. Its roots are 
deeply embedded in those powerful emotions 
of early childhood which form the basic 
pattern and structure for the individual’s 
total life. Far more than most, this specific 
problem represents a direct expression of 
early fantasies and emotional conflicts. Per- 
haps this very directness has contributed to 
confusion about the unmarried mother. 
Clearly, she is a human being who like all 
other human beings responds dynamically 
to her particular life situation, but, also 
clearly, she chooses one common and specific 
response, having an out-of-wedlock child. 

Unless we are to assume that illegitimacy 
may spring from any haphazard combina- 
tion of motives and circumstances, there 
must be certain defined emotional patterns 
that lead to the creation of this problem. 
Anyone who has observed a considerable 
number of unmarried mothers can testify 
to the fact that there is nothing haphazard 
or accidental in the causation that brought 
about this specific situation with these 
specific girls. On the contrary, there is an 
inevitability about the chain of emotions 
climaxing in this action which rivals the old 
Greek tragedies. It is not coincidence that 
one almost never finds a girl, however in- 
telligent or educated, who has thought of 
contraceptives or has ever considered the 
possibility of an abortion as a solution to 
her problem. 

One girl indeed, who because of physical 
disability was entitled to a_ therapeutic 
abortion, avoided the certain insistence of 
her doctor on such action by concealing her 
pregnancy until she knew it was too late 
to perform the operation—this in spite of 
the fact that she knew childbirth might well 
cost her her life. Another girl, coming to 
an unmarried mother agency for assistance 
from a state some distance away explained 


that she had first heard of the agency sev- 
eral years before through a subscription 
letter to her employer and had remembered 
the name. She thought she must have had 
a “ premonition.” 

These illustrations could be duplicated in- 
definitely and they all point to the purpose- 
fulness of the girl’s behavior, her determina- 
tion, however unconscious, to have not just 
a baby but specifically a baby out of wed- 
lock. That a legitimate child is not what 
she desires and is, in fact, in most cases, 
at least at this point in her life, definitely 
unwanted can be seen in the many situations 
where a girl turns from a reliable fiancé or 
boy friend to become pregnant by a casual 
acquaintance who she knows will take little 
interest and less responsibility. Married 
women having an out-of-wedlock child are 
particularly enlightening in this respect, 
since many of them have failed during years 
of married life to have a child but become 
pregnant very quickly—sometimes after hav- 
ing had intercourse only once or twice—by 
a man other than their husband. While the 
factor of possible sterility of the husband 
has not been sufficiently studied to eliminate 
it, actually the frequency of this situation 
gives ample indication that sterility of the 
man is hardly a probable explanation. In- 
teresting and illuminating in this connection 
was the case of a girl married for over a 
year to a serviceman who had been sent 
overseas about six months before she became 
pregnant by a man many years older than 
herself. She and her husband had wanted 
very much to have a child before he went 
away, but she could not become pregnant. 
They went to a doctor who, after examining 
both of them, stated that the husband was 
perfectly normal but that the girl would 
need an operation before she could bear a 
child. She decided to wait until her hus- 
band’s return from the war before under- 
going so serious an operation. A few 


months after her husband’s departure she 
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met this older man whom she knew very 
briefly, had intercourse with him only twice, 
and promptly became pregnant. 

This leads logically to the question of 
what combination of factors and circum- 
stances, what personality patterns underlie 
this problem. Are there common elements 
in the backgrounds of these girls? Are 
there common trends and tendencies in their 
personality structures despite the individual 
variations, the unique quality of any single 
human being? What of particular signifi- 
cance in their family situations or their life 
histories casts light upon the development 
and direction of these personality patterns? 
Is there any correlation between their family 
backgrounds and the circumstances sur- 
rounding conception, and in turn any direct 
relationship with their decision about the 
baby? Obviously only a careful and de- 
tailed study of a large number of cases could 
give any final answer to such questions but 
even a limited survey can elicit the broad 
outlines, can highlight consistencies and in- 
consistencies, can define probabilities. 

For this purpose a random sample of 100 
cases from an unmarried mother agency has 
been studied. They represent in intelli- 
gence, education, social and economic back- 
ground rather wide variations; if anything, 
as a group they are above average in in- 
telligence. No attempt has been made to 
select particular kinds of cases, but two 
specific groups have been excluded. Adoles- 
cents have ‘not been included because psy- 
chologically and often environmentally their 
problems differ from those of the older girl. 
Thus, the ages of those studied range from 
18 to 40. Second, girls coming from a cul- 
tural background where illegitimacy is more 
or less socially acceptable have been ex- 
cluded. Because of cultural influence these 
girls may have quite different personality 
patterns, may have little or no internal con- 
flict about the baby, and may face quite a 
different situation, socially, economically, 
and psychologically from that of the girl 
who must rebel against training and ac- 
cepted social standards if she is to be an 
unmarried mother. The 100 cases have 
been studied with particular relation to four 
points: family background, circumstances 
surrounding conception, the mother’s deci- 
sion about the baby, and the quality of the 
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girl’s present relationships to both family 
and other people. It was immediately ap- 
parent that almost all the girls had come 
from two or three general types of family 
patterns and that this family pattern deter- 
mined to a very large extent the pattern of 
her personality and the direction of her life 
experiences. What were the kinds of family 
situations in which the early lives of these 
100 girls had been molded? 


Dominating Mothers 


Thirty-six of them came from homes 
where the mother was definitely the domi- 
nant personality and the father either was 
a weaker person or was emotionally cut off 
from the children to a greater or lesser de- 
gree. To the girls of this group the father 
was all too often a stranger, the man who 
paid the biils but was not allowed, or did 
not attempt, to share intimately in the lives 
and feelings of his children. The mother 
on the other hand, dominated her daughter’s 
life to an unhealthy degree, was usually pos- 
sessive and often rejecting and _ sadistic. 
While there were 36 variations of this pat- 
tern, they were variations of degree not of 
kind, variations in expression not in essen- 
tial quality. This family situation had left its 
indelible mark upon the girl. Without ex- 
ception she was overly dependent upon her 
mother and both resented and embraced that 
dependency. She was constantly involved 
in the conflict between her love and her hate 
for her mother. Most of the girls expressed 
openly one side of the conflict, some of them 
their hate for the mother, some of them their 
love for her, but not one of the group gave 
any indication that she was conscious of 
both the love and the hate. They spoke of 
their mothers as real people whatever their 
feelings might be, but they talked of their 
fathers in vague shadowy terms, never re- 
sentful, often idealized, so that except for 
brief flashes the fathers never seemed real 
at all. 

With these unhappy parental relation- 
ships, how did these 36 girls feel about the 
fathers of their babies and what was their 
relationship to these men? Eighteen did not 
know the fathers at all in a social sense. 
They had met the boys in casual, uncon- 
ventional fashion, “ pick-ups” or “ blind 
dates.” One girl had asked a strange boy 
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on the street for directions to find her way 
and then had spent the evening with him. 
Three girls said they had been drinking too 
much and remembered nothing of the inci- 
dent and of course nothing concerning the 
man. Two other girls who had similarly 
blacked out all recollection of the sexual ex- 
perience insisted that they had been given 
knockout drops by men strange to them. It 
would be easy to say that these latter girls 
were simply lying to protect themselves, 
but there is no indication that this is so. In- 
deed, the probabilities are that they have 
either wholly or partially blotted out their 
recollection of the incident. In any case 
the casual nature of the relationship is clear. 
Of the remaining 18 girls, 9 had known the 
alleged father but had had only a brief 
acquaintance with him and a very super- 
ficial relationship to him. Typical is the 
girl who met a man on her summer vaca- 
tion, knew him for about a month, and had 
sexual relations with him only during the 
last two weeks. The other 9 girls had 
known the alleged fathers for periods vary- 
ing from two or three months to more than 
a year. 

Only one man continued to keep in touch 
with the girl after she became pregnant or 
indicated that the relationship had any con- 
tinuing meaning to him. None of the 9 
girls had had a happy, satisfying relation- 
ship with the man. One girl said frankly 
that she had never left comfortable with her 
baby’s father, had never really liked him, 
and had never enjoyed the sexual relation- 
ship with him. She herself could not ex- 
plain why she had continued to see him and 
had become pregnant by him. In brief, 
none of these 36 girls had enjoyed a happy 
relationship with the man. Only the rare 
girl spoke of him as an individual and as a 
person who had any meaning to her. The 
majority ignored his very existence as if 
only the actuality of the baby proved that 
he had ever been there at all. 

There is a striking similarity between the 
girl’s relationship to her own father and her 
relationship to the father of her baby. One 
cannot escape the conclusion that she is in 
one sense seeking her own father and that 
the father of her baby is truly a kind of 
biological tool, unimportant to her as a per- 
son in his own right. Her lack of interest 


in him is a natural and inevitable outcome 
and not a deliberate evasion of her feeling 
for him. In situations like this the case 
worker’s attempt to bring the alleged father 
into the picture can only be both irrelevant 
and damaging. 

With this relationship or lack of relation- 
ship to the baby’s father, how did these 36 
unmarried mothers feel about their babies 
and what decision did they make? It is 
scarcely strange in the light of their warring 
emotions that they had mixed and conflict- 
ing feelings about the baby. Certainly few 
of them wanted the baby in a mature and 
adult fashion. In this sense it is interest- 
ing to note that all their conflict centered 
around the fact of a baby, never around the 
developing personality of a child. The 
obvious fact that a baby becomes a child was 
ignored and was for them at the time quite 
irrelevant. 

They had conceived and borne this baby 
for definite, unconscious purposes of their 
own, and the problem was now how to 
achieve those purposes with the baby as 
the tool. It may safely be said that where 
the girl’s mother would take the baby and 
the girl home, she was not likely to con- 
sider any other plan. And this was true 
regardless of how unhappy that home had 
been and would continue to be. One can 
only assume that giving a baby to her mother 
represented one of those unconscious pur- 
poses. With this one action the girl ex- 
pressed both her hate and her love for the 
mother. What better revenge could she 
devise against a rejecting mother than to 
bear an illegitimate child and place the re- 
sponsibility for him upon her mother’s 
shoulders? And in what more complete 
way could she express her love for and her 
dependency upon her mother, and assuage 
her guilt toward her mother, than to give 
the mother her baby, a tangible evidence of 
her deep, unconscious tie as well as a sym- 
bol of her own desire to be again an infant 
cared for by the mother? 

One girl from this group who is bitterly 
antagonistic toward a very rejecting and 
hostile mother had spent months with her 
baby in a maternity shelter trying to force 
her mother to take the baby home. She 
refused to make any other plans and, when 
it became necessary for her to move, she 
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took a room and settled down with the baby 
prepared to continue this endurance contest 
until her mother capitulated. She is blindly 
and stubbornly acting out the drama of her 
love and her hate for that mother. When 
it was clear that a girl’s mother would nct 
accept the baby, she nearly always planned 
to place the infant for adoption. Nor did 
she show any great conflict about this deci- 
sion ; the conflict did not lie primarily in this 
area at all. Of the 36, 27 placed their 
babies for adoption, 7 took the babies home 
to their mothers, 1 placed her baby in a 
foster home, and one infant died at birth. 
From this group a pattern begins to emerge. 


Dominating Fathers 


In contrast to the family background of 
these 36 girls, 15 others came from homes 
where the father was the dominating per- 
sonality and the mother was the weaker or 
less aggressive person. In 8 of the cases 
the parents were foreign born and had 
brought with them to this country a cultural 
pattern of male dominance in the home. All 
these girls expressed fear or resentment, 
usually both, toward their fathers. Most of 
them described the father as a stern, unsym- 
pathetic person whose chief role in relation 
to the children was that of disciplinarian. 
He was overly strict in his demands upon 
them, had no understanding of their needs 
as opposed to his wishes, and in some of 
the cases was very abusive. The mother 
was described usually as a rather ineffectual 
person who rarely attempted to oppose her 
husband’s authority. Five of the girls were 
very protective toward their mothers, since 
in these families the father was openly 
abusive not only to the children but to the 
mother as well. Four of them referred to 
their mothers as “ just like a sister to me” 
but there was little indication of real close- 
ness or warmth in their relationship. Six 
of them said little at all about their mothers, 
who emerged from their scattered and brief 
descriptions as shadowy figures with little 
reality. Seemingly they were rather cold 
women and certainly they had no discernibly 
close relationship to their daughters. It 
was noticeable with this group that neither 
parent emerged with the clarity and strength 
typified in the mothers of the first group, 
but at least the father in most of the cases 
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was described as a person. None of these 
15 girls had had a happy home life or had 
known ciose, satisfying relationships with 
either parent. Ten of them had left home, 
but 5 had continued to live at home despite 
the unhappiness and conflict in the home 
situation. 

When one considers the nature of their 
relationship to their own fathers, it is 
scarcely surprising to discover that their ex- 
periences with the fathers of their babies 
were not happy. None of them knew the 
man well or had known him for any con- 
siderable period of time. Eleven of them 
had known him on a rather casual basis for 
periods of time varying up to a few months, 
and 4 had known him little or not at all. 
Superficially, at least, this pattern looks very 
little different from that of the previous 
group. Actually the majority of these girls 
showed more awareness of the man, how- 
ever casually they may have known him, 
than did most of the girls of the first group. 
Observing them one got the impression that 
they were trying unconsciously either to 
deny their own fathers by picking a virtual 
stranger or to re-experience with a lover 
much the same kind of masochistic relation- 
ship they had had with their fathers. 

The kind of men these girls had selected 
was significant. If he was more than the 
faceless, haphazard choice of an evening or 
a week end, he was quite likely to be a later 
edition of those same traits that the girl had 
so feared and resented in her father. Jane 
had a domineering brutal father who forced 
his entire family to submit to his tyrannical 
will. The father of her baby was a boy of 
a different nationality background, violently 
disapproved of by Jane’s father who had for- 
bidden her to see him. This boy was crudely 
callous of her feelings, domineering in his 
attitude, and at times physically abusive. 
When she became pregnant, he did nothing 
to help her. Jane had another boy friend, 
a quiet reliable boy, who came to see her in 
the maternity shelter and wanted to marry 
her. Jane refused him and her explanation 
to the social worker was startlingly frank. 
She liked him but she did not love him be- 
cause “he was too good to her.” It was 
her baby’s father that she loved. Few cases 
were so extreme but again the difference was 
one of degree not of principle. 
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These girls had a more difficult time com- 
ing to a decision about the baby than those 
of the first group. Some of them wavered 
until the last possible moment, seeking vainly 
to compromise with the inevitable exigencies 
of their own life situations of which they 
were from the first aware. Their alterna- 
tives seemed to be less definitive, less pre- 
determined by their own psychology than 
those of the first group. They did not show 
the strong need, so evident in the girls of 
the first group, to give their babies to their 
mothers. Some of them, usually in those 
cases where their relationship to their fathers 
had not been too destructive, were able to 
place more value on the baby as an indi- 
vidual in his own right. 

Of these 15 girls, 11 placed their babies 
for adoption. Three of these 11 girls ex- 
pressed no feeling for the baby, surrendered 
the child with no indication of indecision, 
and said frankly that they wanted only to 
be rid of the responsibility. Two of these 
3 girls had denied any feeling for their 
fathers almost to the point of sweeping him 
out of existence, and the third expressed 
only hatred and contempt for her father. 
The other 8 both wanted and did not want 
their babies and, caught in an emotional 
tug-of-war, did not find it easy to make a 
definite and final decision. They were more 
conscious of wanting than of rejecting the 
baby, and they tended to throw the respon- 
sibility for their decision upon the cruel in- 
flexibility of their reality circumstances, cir- 
cumstances which because of their very 
reality could successfully cloak the under- 
lying rejection. Four girls out of the group 
kept their babies. One placed her child in 
a private boarding home, 2 took jobs and 
kept their babies with them, and one went 
home with her child. 


Broken Homes 

Not surprisingly, the largest group of 
girls, 43, came from broken homes. This 
in itself tells a familiar story but not its 
particular relevance to this specific problem. 
Closer study of the individual situations re- 
veals that in 22 of the cases the father was 
gone, either through death, separation, or 
divorce, and the mother had been the domi- 
nant influence and authority. Twelve of 
those mothers had clearly been dominating, 





sadistic, and openly rejecting, and all of 
them had been to some extent rejecting of 
their daughters. In 8 cases the mother was 
gone and the father was the parent taking 
responsibility for the children. Five of those 
fathers had been definitely rejecting, had 
been openly abusive or coldly indifferent, 
and had taken little responsibility for their 
daughters as they grew older. None of the 
8 girls had had a close or happy relation- 
ship with their fathers. In 11 cases both 
parents were gone, and the girl had been 
brought up by relatives or in foster homes. 
All too often the relatives did not welcome 
the responsibility and these girls knew little 
but insecurity and rejection. In 2 cases the 
parents were separated but both saw the 
girl and took an active if scarcely wise part 
in her care. In each instance the child was 
caught in the conflict between the parents. 
There is obviously a striking similarity in 
the family patterns of the 30 girls who came 
from homes where either the father or the 
mother was gone with those families which 
though unbroken were dominated by the 
mother or the father, and that similarity 
extended to the lives of the girls themselves. 


Of the 22 girls coming from homes where 
the father was gone, only 6 had known the 
baby’s father for any length of time. Four- 
teen of these girls placed their babies for 
adoption, 3 took them home to their mothers, 
one placed her child in a private boarding 
home, and 2 girls married the fathers of 
their babies. The other 2 babies died at 
birth. 

Of the 8 girls coming from homes where 
the mother was gone, 4 knew the baby’s 
father well and 4 knew him only casually. 
Four of these girls kept their babies, 3 
placed the child for adoption, and 1 baby 
died. Of the 11 girls coming from homes 
where both parents were gone, only one 
knew the baby’s father well, and this girl 
insisted that the boy had given her knockout 
drops in order to rape her. Six of these 
girls placed their babies for adoption, 2 re- 
turned with the babies to the homes of the 
respective aunts who had brought them up, 
and 3 babies died at birth. The 2 girls caught 
in the conflict between their parents both 
knew the fathers of their babies very well 
and both placed the babies for adoption. 
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Others 

Six girls out of the 100 had family back- 
grounds differing from the previous patterns 
observed. One girl was adopted and the 
adoptive parents had seemingly been over- 
indulgent with her and were dominated by 
her. It is probable that beneath this paren- 
tal indulgence lay some rejection of her, 
but the relationships were never clear. The 
other 5 came from homes at least outwardly 
stable but these girls discussed their fami- 
lies so little that the web of family emotions 
remained effectually obscure. However, all 
6 girls shared in some measure one char- 
acteristic: they tended to dominate their 
parents and anyone in a position of au- 
thority to them to achieve their own pur- 
poses. They gave little of themselves, felt 
little obligation to others, and were stony 
firm in their determination to carry out 
their own wishes. 

All these 6 girls knew the fathers of their 
babies but except for 2, only rather casually. 
One of the girls had lived for some months 
as the supposed wife of her baby’s father. 
When she became pregnant, the man ar- 
ranged for an abortion and provided the 
money. She took the money, led the man 
to believe that she had had the abortion, 
then left him and had the baby without his 
knowledge. She placed the child imme- 
diately for adoption, the only plan that she 
ever considered. One can see here clearly 
the determination to have the baby as a ful- 
filment of an unconscious fantasy, to eli- 
minate the man from any part in this, to 
carry into action a set and predetermined 
plan, but the total picture with its inter- 
locking familial relationships remained ob- 
scure. Three of the girls placed their babies 
for adoption and 3 placed them in foster 
homes. 


Some Inferences 


While it would be rash indeed to attempt 
any far-reaching and dogmatic conclusions 
at this point, yet from this study there are 
some facts ascertainable. Certainly there 
are common elements in the backgrounds of 
these girls. Most conspicuous is the fact 
that none of them had happy, healthy rela- 
tionships with their parents. Whatever the 
particular family situation, the conflicting 
feelings of love and hate remained a basic 
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and potent source of unhappiness and 
trouble. Almost equally noticeable was the 
dominance of the mother, the strength and 
the pervasiveness of the role she played in 
this complex drama. Fifty-eight out of the 
100 girls had known mothers who controlled 
their lives and their emotional development 
to an extent that could only result in dam- 
age to the whole structure of their person- 
alities. The degree of that damage seemed 
to be in direct proportion to the power and 
destructive quality of that control. In other 
words, the more dominating, the more sa- 
distic, the more rejecting the mother, the 
sicker and more hopeless was the girl. Nor 
was the lot of the 23 girls who had known 
dominating and rejecting fathers much hap- 
pier. Since fathers do not normally assume 
the direct care of the children, it is more dif- 
ficult in these cases to evaluate what part 
was played by the seemingly weaker, more 
submissive mother or by the woman caring 
for the child. But one thing is clear, in all 
but 17 cases the girl came from a home 
dominated by one parent, and the girl’s rela- 
tionship to that parent was a battleground 
on which a struggle whether of greater or 
lesser intensity was fought, and the baby 
was an integral part of that struggle. Not 
even in the 17 cases can we safely conclude 
that no such pattern is present, since rela- 
tives can play the role of parents and a 
dominating or rejecting aunt can in the end 
be not too different from a dominating or 
rejecting mother. 

To discuss common trends in the per- 
sonality patterns of 100 girls can be a snare 
and a delusion, but certain traits are ob- 
vious even from the surface. All these girls 
had fundamental problems in their relation- 
ships with other people. Some of them 
could not carry on even superficial contacts 
successfully ; others did well with casual ac- 
quaintances and friends but were unable to 
enter into a close or intimate relationship 
with anyone. It was noticeable that these 
difficulties occurred with both men and 
women, although the quality of the relation- 
ships might differ. The problems followed 
them into their work and few of them were 
able to use more than a small part of their 
native intelligence and ability. 

One of the most frequent tendencies to 
be found in their personality patterns was 
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that of self-punishment. Almost none of the 
cases was completely free of it and with 
many of them it represented the major force 
in their lives. So deeply ingrained and so 
powerful was this force that often the girl 
would permit nothing and nobody to inter- 
fere with its self-destructive progress. 

Mary was a clear example of the strength 
this drive could possess. Her family was 
highly respected in the small community 
where they lived, and her mother was a 
social and intellectual leader in the town. 
No one there except her family knew about 
the baby. Her mother, a dominating, am- 
bitious woman, had responded to Mary’s 
problem by the dramatic pronouncement that 
she and Mary would commit suicide to- 
gether. While she stopped far short of such 
a drastic solution, the mother was quite suc- 
cessful in making Mary feel that she had 
committed a heinous crime. Her father, 
whom Mary described as “so quiet I have 
never known him,” offered freely his help 
and support and said bluntly that he failed 
to see anything so terrible or so hopeless in 
the situation. Mary placed her baby for 
adoption and then was invited to stay with 
sympathetic relatives in a distant city who 
wanted to give her a chance for happiness, 
who were understanding enough to realize 
that Mary needed help and a normal, peace- 
ful environment. Mary refused them. In- 
stead she went home to her bitter, angry 
mother, stayed a few weeks, and then went 
to stay with her married sister who was 
soon to have a baby, a sister whom she 
envied and hated as the living symbol of 
everything that she should have been and 
was not. No one could discourage Mary 
from this plan that ensured her nothing but 
suffering and despair. 

All these girls, unhappy and driven by 
unconscious needs, had blindly sought a way 
out of their emotional dilemma by having 
an out-of-wedlock child. It is not strange 
that one finds among them almost no girl 
who has genuinely cared for or been happy 
with the father of her baby. Less than one- 
fourth of the group had even known the 
man well enough to make him a real person 
and only a scattered handful of these made 
even a pretense of caring for him in any 
adult fashion. The girls dominated by their 
mothers even more than the others seemed 


to reduce the man to the position of a tool, 
a kind of biological accessory without reality 
or meaning as a person. Some of them could 
not even permit themselves to remember 
his existence. This was less true of those 
dominated by their fathers. Rather they 
chose men who must inevitably hurt and 
humiliate them and then either submitted 
masochistically or fought a bitter futile bat- 
tle to revenge themselves upon these men. 
None of these violent neurotic conflicts 
are helpful ingredients in creating a good 
mother. These girls had wanted a baby 
but a baby without an accompanying hus- 
band, a baby that might somehow serve as 
a solution for unconscious strivings and 
conflicts. Sixty-six of them had placed 
their babies for adoption and, whatever the 
reality pressures, these girls must have 
recognized unconsciously that the baby was 
not the solution sought nor could ever be 
the answer to their torturing needs. Since 
7 babies died at birth, only 27 of the girls 
kept their babies. Out of these 27, 8 were 
seemingly normal enough people to develop 
real love for their children, to see them not 
as helpless infants to be possessed but as 
individuals with rights and needs of their 
own, and to make the best plans possible 
for their care. The other 19 girls made 
very destructive plans for their babies, plans 
which took no account of the rights and 
needs of the child and which promised little 
but disaster for both the mother and the 
baby. These girls were still striving to 
achieve the impossible, to find through 
tenacious possession of the baby an answer 
to their own unconscious conflicts and anger. 


Clearly, if the case worker is to give effec- 
tual help to the unmarried mother in rela- 
tion to this all-important decision about the 
baby, she must not only be aware of these 
unconscious patterns but must know how to 
utilize them to the best interests of both the 
mother and the child. The writer is well 
aware that to generalize about unmarried 
mothers, as about any group of human 
beings, may be both rash and misleading. 
This study does not pretend to touch more 
than the surface manifestations of this in- 
tricate and difficult problem. It is frequently 
guilty of oversimplification but it would not 
have been otherwise possible to separate 
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some of these major threads from the total 
pattern. The unmarried mother as a per- 
son might be said to be an endlessly unique 


variation of certain fundamental personality 
patterns that extend indeed far beyond the 
confines of this specific means of expression. 


“Let’s Do a Survey!” 


Haro_p HoLanp 


HEN THE ANCIENTS sought an 

answer to matters of great moment, 
they journeyed up to Delphi to consult the 
sacred oracle. When the moderns seek wis- 
dom, they send out a questionnaire. So I 
heard a speaker say once, opening her 
manuscript. It was clever, I thought, and 
smiled. 

Now, after several years at both the pass- 
ing and receiving ends of social work ques- 
tionnaires, I am beginning to wonder if the 
analogy is really one to smile at. I wonder, 
instead, whether the questionnaire forms 
that are showered out so indefatigably from 
health and welfare agencies may not (and 
do not) provide quite as foggy answers 
sometimes as the wild caves and cold vapors 
and mutterings and lamentations of the old 
woman of Delphi. 

You sit in a committee somewhere, dis- 
cussing postwar this or postwar that. A 
question comes up; nobody knows the 
answer. Or maybe you all know the 
answer, but no two agree. Then another 
question comes up. “ We really ought to 
know that, if we’re going to try to measure 
postwar stresses in the various areas of social 
conduct,” somebody says. “ Yes, indeed,” 
the rest agree. Then a third question comes 
up. And a fourth. And then from some- 
where down the line a bright voice carols 
out: “ Let’s do a survey!” 

What do you do then, Mr. Chairman? Do 
you turn to the secretary at your side, and 
say, “ Yes, that’s right. Suppose you get 
all these questions together, Miss So-and-So, 
and make ’em up into a questionnaire, and 
send ’em out to all the thus-and-so agencies, 
and we can have the answers ready for the 
next meeting two weeks from today! ” 

Or do you go home with the idea and take 
it to bed with you, and maybe get down on 
your knees with it in the silent watches of 
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the night, and fold your hands, and ask 
yourself prayerfully: Do we know what 
we want to know? Is it worth knowing? 
Is it sufficiently worth knowing to harass 
all these harassed people? And will we 
actually do anything with the information 
after we get it? 

Suppose you can honestly answer yes to 
all these doubts. What do you do then? 
Do you leave it all in the hands of your 
ever capable secretary? Do you appoint a 
sub-committee of top-flight case workers and 
board members and assistant executive secre- 
taries to draw up a questionnaire? After 
all, they know all about the integration of 
psychiatric concepts with medical theory, 
and almost everything else in social work 
lore ; who better to draw up a questionnaire? 
And does this eminent sub-committee hold 
luncheon session after luncheon session, and 
come up at the end with half a bushel basket 
of sheets? And then, being always a 
thoughtful and overseeing chairman, do you 
say to them by way of after-thought, ““ Maybe 
it would be a good idea to show it to that 
fellow what’s-his-name—you know who I 
mean, the one who’s always buried up to 
his ears in statistics—and see if there’s any 
place where he could touch it up a bit?” 
Or when the questionnaire is out, and the 
mumbo-jumbo starts coming back (in tripli- 
cate, just as you specified), do both you and 
your sub-committee find that you’re much 
too busy to be bothered any further, and 
dump the whole thing into “ that statistical 
fellow’s”” lap to tabulate and “ interpret ”? 

Research work is a craft. Questionnaire 
building is a technique. If your community 
has a professional research man (or woman) 
you can enlist, call him in on your plans at 
the start. Don’t go ahead and try to build 
your whole crazy house alone, and finally 
summon him in at the end to try to chink 
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up six-inch cracks or keep the roof from 
caving in. He’s a mild-mannered fellow 
and will do his best, but even the best, at 
that stage, will not be very good. 

If you can’t find a questionnaire architect 
to help you, here are a few simple cautions. 
Observe them, and you will find yourself 
knowing more in the end, and being disliked 
less. 

1. Is the questionnaire the only, or the 
most practical, way of obtaining the desired 
information? Every good reference library 
has hundreds of good reference books. 
Every good librarian is eager to help you 
find the information you want. Every good 
agency issues annual reports. And the filing 
system of even your own agency may be sur- 
prisingly well stocked with “ surveys ”’ that 
somebody else has done, either in your own 
community or somewhere else. Look into 
the library before you leap into the mimeo- 
graph. You may not find exactly the answer 
you want, but you'll know better what to ask 
for and how to ask it. 

2. Organize your questionnaire, wherever 
possible, so that answers can be given by 
check marks or by circling of specific words. 
“ But that doesn’t give people a chance for 
expression of opinion,” you protest. Oh 
yes, it does—if your form is well organized. 
Offer the reader a choice of probable reac- 
tions and ask him to indicate which of these 
statements most nearly approximates his 
answer. This is the technique of the national 
public opinion polls. It is also, essentially, 
the technique of the ballot box. No candi- 
date may represent our ideal choice. But 
at least we can indicate our preference be- 
tween two or more relatively good men, or, 
if you will, the least of several evils. We 
can do so, too, in a way wherein the answers 
cannot easily be snarled up by a wishful- 
thinking type of “ interpretation.” 

This is not, of course, to say that ample 
opportunity should not be given to people to 
discuss the question at hand. Every answer 
cannot be strait-jacketed. Too, the ques- 
tion may be a technical one about which the 
fellow answering knows far more than the 
fellow querying—knows so much more, in 
fact, that he feels he must, in all honesty, 
clarify the issue. Or again, he may have un- 
orthodox opinions on the matter, and may 
feel the need to explain or justify them. 


Give him room to explain opinions as well 
as express them, yes. But don’t force the 
humble tabulator of your survey to tear his 
hair trying to interpret those opinions if 
you can get the expert to do it himself with 
the single stroke of a lead pencil. 

3. Make your questions clear. Here are 
a pair of questions from a form worked up 
by a committee of tuberculosis physicians 
(without benefit of research consultation) 
and rushed out forthwith to several hundred 
school administrators: “ 1. Does your Board 
of Education require all applicants for teach- 
ing positions to have tuberculin tests? 
Answer yes or no. 2. Does this rule apply 
to non-teaching personnel? Answer yes or 
no.” 

Well, if you were a school administrator 
and didn’t require tuberculin testing of teach- 
ers, just how in one word would you answer 
number two? If you said yes, would it 
mean, “ Non-teaching personnel, like teach- 
ers, are not required to have tuberculin 
tests’? Or would it mean, “ Non-teaching 
personnel, unlike teachers, are required to 
have tuberculin tests”? 

4. Salt them with common sense. On my 
desk, again, is somebody’s provisional draft 
of a “ Personnel Evaluation Form” for rat- 
ing of staff. In general, it is good: simple, 
succinct, and set up in ballot-box form. But 
some of the voting choices read like this: 
“ Extremely well informed in all fields ” and 
“ Reliable in every respect; needs no super- 
vision.” Nobody, I submit, can qualify 
under such expansive terms. People just 
aren’t made that good, and perhaps wisely ; 
I for one would shudder at a world inhabited 
even by a small proportion of such paragons. 

5. Be brief, be brief, be brief. Here is 
Subsection (a) of Section (1) of Question 
(F) of one questionnaire I have been cur- 
rently coping with: “ Please list all the serv- 
ices of your agency by type or departments.” 
My secretary and I have done so, to the tune 
of two and a half single-spaced typewritten 
pages, but not for a moment do we flatter 
ourselves that we have lived up to that for- 
midable word “all.” Then, in due time, we 
get down to Subsection (d) of Section (1) 
of Question (F): “ Which phases of your 
work outlined in F.1. a. (above) do you 
feel are of most value to the community in 
normal times (as opposed to wartime)? (If 
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possible, please list them in order of impor- 
tance, explaining why.) ” 

I sigh here, and ponder. If it takes two 
and a half pages merely to list our services 
by department, it will obviously take another 
two and a half to rearrange them in relative 
value in peace and still another two and a 
half for their wartime ranking. Then, if I 
allow an average of only two lines each to 
“explain why,” we have another five pages 
for peacetime and still another five for war- 
time. We will have, then, seventeen and a 
half pages to answer one subsection of one 
section of one question. And that is only 
the minor part of it. How long will it take 
me to thresh out with my fellow workers 
how all their activities are to be ranked in 
importance, first in peace and then in war? 
If we fight the matter out to the bitter end, 
will I have any fellow workers left at the 
end of a month? And after we have done 
all these things, and filled out all this stuff 
in triplicate, as demanded, and sent all the 
triplicate copies in, and after all the ninety- 
odd other agencies have done the same— 
well, do you wonder that poor “ what’s-his- 
name ”’ is always up to his ears in statistics? 
And acquires a harried look, and takes to 
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reading Plutarch, and thinks with wistful 
longing of the dear, dead days of Delphi? 

6. Last, but very far from least, enclose 
an extra copy of your questionnaire for the 
other fellow’s file. It seems too simple to 
be said, and yet it needs to be shouted from 
the house-tops. A questionnaire of any size 
or substance may require hours and even 
days of painstaking work by one or more of 
the best informed and responsible members 
of a staff. If an agency is prudently ad- 
ministered, it will want to keep a record of 
its answers for its own self-protection. If 
it has anything more important to do than 
statistical leaf-raking, it will want a copy of 
its answers, too, the next time a similar in- 
quisition comes along. And unless a second 
copy is enclosed, a carbon of the answers is 
meaningless. 

When you send that extra copy, be sure 
to mark it “For Your Files.” Otherwise 
the long-suffering mortal who grapples with 
the weekly grist of questionnaires may send 
them both back to you, never realizing the 
reward that at last has come to him. 

One word more. When you get that 
survey done, do something with it. 


A Case Worker Sees Psychiatry in Action Overseas 


Prc. LEONARD GOLDHAMMER 


ITH THE WAR OVER, the flow of 

soldiers returning home has begun. 
Amid the confusion, propaganda, charges, 
and countercharges that returning soldiers 
are psychiatric problems, there is no doubt 
that there are many who will have problems 
requiring skilful help so they may achieve 
adequate postwar adjustments. 

Aiding the soldier involves not only an 
academic understanding of what he has been 
through and experienced but a “feel” of 
his emotions and reactions. The acquisi- 
tion of this understanding is not easily ob- 
tained for there is much truth in what J. 
Brooks Atkinson, ace correspondent of the 
New York Times, said: “ War cannot be 
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understood vicariously. Only the men over- 
seas can really know what it’s all about.” 

The purpose of this paper is to acquaint 
the civilian social worker with some of the 
treatment aspects a soldier met in an army 
psychiatric installation in the European 
Theater of Operations. The rich flood of 
literature on psychotherapy arising out of 
military experience cannot but tend to 
weaken the critical eye by creating the illu- 
sion that the soldier was completely over- 
hauled, ventilated, and readjusted; that his 
oedipus was given plastic surgery and his 
ego a backbone. 

The mission of the army is to wage re- 
lentless war against the enemy. War, death, 





306 PSYCHIATRY 


and destruction are contrary to the interests 
of self-preservation and, no matter how 
lofty the purpose, it is no easy task not only 
to subordinate, in the interest of others, the 
desire to live as one pleases but also to be 
denied any choice in facing injury and even 
death. 

It is difficult for the civilian to compre- 
hend how much of the soldier’s “ free per- 
sonality” is submerged and how much he is 
conditioned, in the Pavlovian sense, to re- 
spond to stimuli that make him a part of the 
military machine. (Simple example: snap- 
ping to a salute at the sight of brass on a 
uniformed shoulder.) 

In this caldron of military experiences 
men exhibited different thresholds of break- 
down. Some broke down. even before they 
were drafted, a number failed in basic train- 
ing, others collapsed at being sent overseas, 
and still others survived until the terrific 
impact of battle. The range extended from 
the “weak sisters” to those stable indi- 
viduals who met too much trauma. Military 
experience has demonstrated that given 
overwhelming stress everyone has a “ satura- 
tion point.” 

The army, ever needing effective man- 
power, had to prevent or cure breakdown, 
and psychiatry was handmaiden to this task. 
It was not a pretty assignment, for military 
pressures are limiting, still psychiatry 
achieved some unique successes. As an 
army tool it had to use every device to keep 
the men of a peace-loving culture, men who 
consciously or unconsciously turn away from 
combat, on the hard road of war. It was a 
cruel necessity. However, much of its suc- 
cess was due to the fact that it brought to 
the army a greater understanding and ac- 
ceptance of the limitations of human nature 
in meeting abnormal, often inhuman, situa- 
tions; and demonstrated how breakdown 
might be thwarted or minimized by placing 
persons in positions that exerted the least 
destructive pressures on their personalities 
and emotions. 

- The work of our hospital was not only 
typical of the role of psychiatry in this task 
but, more than that, as the chief Neuro- 
psychiatric Unit in the E.T.O. it helped to 
set the pace and the pattern. Its thinking 
and influence was extensive for, prior to 
D-Day, most E.T.O. medical officers of com- 
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bat units were oriented through our hos- 
pital’s School of Neuropsychiatry. 

The work of our hospital can be divided 
into two periods: (1) pre-invasion: weeding 
out all the unfit who might fail in the in- 
vasion task; (2) post-invasion: helping the 
fallen, strengthening the weak, and the con- 
tinuous process of weeding out the unfit and 
shunting them to assignments where they 
could still be of useful service. 


The Pre-Invasion Mission 


From all over the E.T.O., men who re- 
vealed enough maladjustment to suggest 
they were poor combat risks and yet who 
might be salvaged in some other way for 
further army use, were sent to us for diag- 
nosis, treatment, and recommended disposi- 
tion. The “hopeless” cases—those that 
might require long-time psychiatric care, 
the psychotic, the mentally deficient, and 
others whose hopeful prognoses were very 
dubious—were sent to another unit for ob- 
servation and processing to the Zone of the 
Interior. 

There are competent articles and descrip- 
tive material of the treatment of patients 
with sodium amytal,, insulin, and other 
chemicals and drugs. Therefore there is no 
need to discuss the treatment in this paper.’ 
Essentially, our hospital practiced this kind 
of psychiatric medicine. Boiling the litera- 
ture down through the distillations that I 
saw personally, it appears that, while treat- 
ment involved a differential diagnosis and 
while it was augmented by group psycho- 
therapy, abreaction, electro-therapy, and 
individual psychiatric suggestion, it was 
primarily a _ sedation-rest-weight-building- 
and-suggestion-for-further-classification re- 
gime. From the differential standpoint, the 
sicker, the more disturbed the patient, the 
more intense his sedation-rest-weight-build- 
ing program and the increased possibilities 
of his having a few individual interviews 
with the doctors. 

The treatment regime of the patient from 
the time he entered the hospital until his 
discharge was streamlined and assembly- 


1 William Sargant and Eliot Slater: An IJntro- 
duction to Physical Methods of Treatment in 
Psychiatry. E. S. Livingstone, Ltd., Edinburgh, 
1944. Rome: “The Role of Sedation in Military 
Medicine,” U. S. Naval Medical Bulletin, March, 
1944. William Sargant and Eliot Slater: “Acute 
War Neuroses”: The Lancet, July 6, 1940, p. 1. 
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lined. First he was given clean linens, 
pajamas, food, and allowed to bathe and 
relax. Next, a brief but pertinent case his- 
tory was taken, and a thorough physical 
examination to check any possible physical 
or organic basis for the patient’s complaints. 
Psychometric examinations were given 
where knowledge of intelligence was a factor 
in treatment, and where deterioration was 
suspected. The patient was then sent to 
varied categories of “ routine’’ treatment, 
depending upon the individual diagnosis. 
In effect, the chemical treatment of insulin, 
sodium amytal, and similar drugs served as 
suggestive psychosomatic medicine. Psycho- 
therapy was administered to the men in 
group lectures, with whatever value such 
lectures may have in giving men insight into 
their difficulties. More resistant cases tended 
to get individual attention. But the mass 
and flow of cases placed limitations upon 
that. ‘The final phase, prior to discharge, 
was a reconditioning period, a test period 
under observation in a regular army camp. 

Diagnoses and gauging the depths of per- 
sonality difficulties were simplified and 
roughly followed a broad pattern: (1) Those 
who had shown previous limitations and 
difficulties in adjustment both in childhood 
and in later life prior to entry into service 
generally had deeper rooted patterns and 
were usually easily recognized as the very 
neurotic, the inadequate personality, and the 
constitutional psychopath. (2) The psycho- 
neurotics ranged from those who had pre- 
viously demonstrated. mild neurotic fixations 
to those who, for the first time, showed re- 
action to the trauma of the army. 

Most men left with a feeling of “ improve- 
ment” but not of “cure.” Some men felt 
this assembly-line routine to be just another 
phase of “army” (of “ Pavlovian condi- 
tioning’) and they returned with resigna- 
tion to their units. For many of the men 
the efficacy of the hospital lay in the recom- 
mended reclassification. But alas, in the 
pressure of shaping up the D-Day invasion 
army, there were times when the overworked 
replacement depots could not fully consider 
the medical recommendations, and some 
poor combat risks found themselves un- 
happily en route to combat. 

A civilian social worker might well 
wonder if rapport was a prerequisite to treat- 
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ment. Not necessarily. Often men were 
sent in as “administrative admissions” to 
determine fitness for service and a few sub- 
mitted to treatment under threat of a court- 
martial. (A soldier cannot refuse medical 
treatment that is deemed essential. ) 

The “constitutional psychopaths” and 
the “inadequate personalities” are most 
troublesome and resistant groups anywhere— 
in civilian as well as in army life. Often 
they were men physically quite capable of 
doing useful service but consciously or un- 
consciously “bucking” to avoid not only 
any kind of army work in general but com- 
bat duty in particular. In the more blunt 
army nomenclature, this group included the 
“ gold-bricker”” and the ‘ bucker.” 

They were different from the men who 
had lost function due to nervous and hysteri- 
cal reactions—and the treatment was dif- 
ferent. But such men, the defrauders, those 
of limited insight, were not treated as trai- 
tors trying to shirk military duty; rather 
they were regarded as patients who needed 
“ special ” treatment and re-education. They 
were sent to a “ Recovery Center ”—which 
boiled down to an extra dose of stiffer train- 
ing and more rigid discipline. Many were 
glad to return to their former units to work. 

In one of our hospital studies of 1,000 
pre-invasion cases a distribution scatter 
indicated that a significantly greater per- 
centage of the N.P. cases came from broken 
homes and disturbed home environments. 
While that study did not include this, it 
seemed to me, from the hundreds of records 
I read, that a greater percentage of the pa- 
tients also had previous manifestations of 
personal inadequacies and maladjustments 
and psychoneurotic patterns. 

The pre-invasion mission of psychiatry in 
this war theater was effected by an early 
detection of the weak links—mathematically 
lessening the potential frequency of occur- 
rence of combat fatigue and breakdown. 
Success in the psychiatric treatment lay not 
so much in the strengthening of the per- 
sonality and moral fiber, but in evaluating 
those strengths and in placing the individual 
where he was less likely to break under 
pressure. 

Combat Exhaustion 


The very nature of “ combat exhaustion ” 
influenced treatment along very practical 
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and pragmatic lines. The soldier whose 
mental and emotional reflexes to the trauma 
of battle caused his evacuation reflected 
more than just the exacerbations of his 
innate emotional and somatic defenses. 

“Combat exhaustion ” is truly a descrip- 
tive term for the galaxy of reactions and 
symptoms: the acute physical fatigue, the 
intense expression of fear well-nigh impos- 
sible to see in civilian life and defying de- 
scription, the feelings of weakness, uncon- 
trollable trembling, crying, sleeplessness, 
terrifying battle dreams, marked reaction 
and sensitivity to noises, a gamut of ex- 
pressions of physical and emotional distress. 
(The banging of a door would be enough to 
make a strong man cringe with terror or 
burst into tears of panic.) These were the 
reactions of not only the unstable and the 
weak, but they represented the “turn of the 
screw” on almost anyone who had reached 
the breaking point under combat pressures. 

From a practical standpoint, before any- 
thing could be done for the soldier it was 
necessary to treat his terrific physical ex- 
haustion. Here the sedatives demonstrated 
their usefulness and justification—the bar- 
biturates, in particular, sodium amytal 
(“blue 88’s” the GI’s called them)—and 
insulin. 

Exhausted soldiers were put to sleep for 
twenty-four to forty-eight hours. This 
narcotherapy, or enforced sleep and rest, 
helped to offset visceral and emotional ten- 
sions, helped the nervous system to throw 
off and forget some of the awful associations 
and forestalled it from gathering new 
anxieties. 

This treatment was initiated in the bat- 
talion aid stations and was continued at 
close to front line “ Exhaustion Centers.” 
Many soldiers felt well enough after a few 
days rest to return to combat duty. Here 
was psychiatry in action!—returning men 
to combat before fear had a chance to en- 
trench and control. (When interpreting 
army statistics of the high percentage of 
N.P.’s returned to active combat, keep in 
mind that the bulk was at this stage.) Those 
who were not ready to return to duty after 
such a rest were evacuated rearward for 
more extensive psychotherapy. 

By the time horror, terror, fear, and 
anxiety had entered into a man’s guts and 


he was evacuated to a rear echelon, his 
prognosis for return to combat was con- 
siderably lessened, in fact, almost nil. But 
prompt efforts were made by interview and 
suggestive therapies to relieve acute anxieties 
and to lift hysterias and fixations in order 
to prevent further entrenchments of the 
neurotic pattern. 

The treatment that followed, in a unit such 
as ours, pursued a course similar to that 
described earlier in the paper. Only by now, 
knowledge of the effective use of insulin, 
sodium amytal, and other drugs and chemi- 
cals for sedation and relaxation had been 
refined and it was possible to shorten the 
period of administration. From the stand- 
point of both chemotherapy and psycho- 
therapy the patient was treated more for 
symptoms rather than for causes, with the 
intent of breaking the circuit of a reaction 
pattern before it became too rooted. 

From a realistic appraisal, what kind of 
effective treatment could make a _ battle- 
shocked soldier return to combat? Wounds 
heal, but once a man had succumbed to fear, 
panic, and anxiety, such wounds tended to 
reopen with every frightening noise. Ex- 
perience showed that those who returned 
to combat after one breakdown tended to 
react more strongly and more rapidly the 
next time. More than one man said, “ I’ve 
been wounded before, and I’ve returned to 
combat. But this is something different. I 
can’t shake it off. J can’t quite put my 
finger on it.” Or, as this one soldier re- 
sponded after a psychotherapy session, “I 
now understand, Major, why I get shaky in 
combat, but how can I stop from doing it 
when I get scared stiff under shell-fire?” 

What kind of backbone could psychiatry 
weld to the men who have always weakened 
in the face of crises? “I’ve always been 
nervous. . .. I can’t stand noises, they 
drive me wild ... They confuse me... 
They make me cry.” “I tried to keep 
up... I couldn't let the fellas down, but 
my stomach hurt and I vomited all the 
time... My sergeant made me come back.” 
“T have heart trouble ... I can’t catch 
my breath in combat.” “I’ve done my 
share... I’ve had enough... Let the 
next guy do something.” 

How could psychiatry erase such brand- 
ing horrors? The sergeant was telling the 
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rookie to keep his head down. As he said 
so he indiscreetly exposed his own head. 
A piece of heavy shrapnel sheared his head 
off and laid it at the rookie’s feet... .. An- 
other soldier told his buddy to stay in the 
shell hole while he scouted forward. Upon 
returning he jumped in to avoid a shell 
burst and landed on the remains of his 
buddy—some mangled intestines, disjointed 
arms and legs... . 

Objectively it would have been unwise 
to return most of such men to combat, for 
another breakdown could be prognosticated. 
Not only would they have become useless 
soldiers but very likely their capacity for 
civilian adjustments would be impaired. 
After treatment had done what it could to 
relieve tensions and anxieties, limited as- 
signments, generally of a non-combat nature, 
were recommended, to allow the men to 
regain composure, to renew self-confidence 
and self-respect, and to feel that they could 
still do useful work. 


Treatment of Hysterical Patterns 

Hysterical patterns of blindness, deafness, 
loss of speech, paralysis of limbs, persistent 
headaches, persistent gastro-intestinal trou- 
bles are seen more baldly and frequently in 
theaters of war than in civilian life. Ex- 
perience from the last war demonstrated that 
when these reactions were not handled well 
and promptly, infirmities became more fixed, 
and accounted for many of the long-lived 
“ shell-shock ” cases and postwar neurotics. 
As Dejerine and Gauckler comment, “ Every- 
thing that an emotion may create in an acci- 
dental and transient way, hysteria may 
accomplish in a lasting way.” ? 

Psychiatry was challenged to handle such 
problems quickly, effectively, and in great 
numbers. It was necessary to develop a 
treatment tool, as foolproof as possible, for 
use on a broad military front by many kinds 
of doctors, some of whom were likely to 
have a minimum knowledge of psycho- 
dynamics and perhaps little sympathy with 
the methods of psychiatry.’ 


2 The Psychoneuroses and their Treatment by 
eae Lippincott, Philadelphia, 1913, p. 


*Brenman and Gill: Hypnotherapy. 1944. 
Grinker and Spiegel: “Brief Psychotherapy in 
War Neurosis.” Psychosomatic Medicine, Vol. 6 
(April, 1944). “Hypnosis in Treatment of Neu- 
roses Due to War and to Other Causes.” War 
Medicine, Vol. 4 (December, 1943). 
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The need to uncover repressed materials 
to cure hysterical reactions and the tech- 
niques of doing so have been part of the 
effective stock and trade of analysts and psy- 
chiatrists for years. Abreaction—the pro- 
cess of helping a person to re-experience an 
unpleasant, repressed trauma—was acceler- 
ated by the use of drugs in chemo-hypnosis. 
(Direct hypnosis was also used at times.) 
The therapist was then able to bring to con- 
scious recognition the precipitating factors 
to help the patient understand the cause of 
his conversion symptom, of his paralysis, of 
his stomach trouble, of his headache—and 
to give the patient reassurance as well as 
direct suggestion of well-being (narco- 
synthesis). 

Often lack of time and lack of skill as 
well as limitations of the patient made it 
difficult to complete such a catharsis. Never- 
theless, a surprising amount of therapeutic 
gain was made by just reliving the experi- 
ences and by direct suggestions of well- 
being. Sometimes the abreactions opened 
up areas either beyond the skill of the 
therapist to handle or beyond the province 
of the army to consider. 

The whole process of abreaction is tre- 
mendously dramatic and a description of it 
would be too lengthy for this paper, though 
it would be valuable for the social worker 
to know just what kind of an experience it 
is. When the patient’s control of his un- 
conscious is lifted, he is projected vividly 
into the precipitating traumatic incident. 
The interview, of itself, becomes a very 
dynamic psycho-drama. 

The broad use of the abreaction technique 
via chemo-hypnosis and direct hypnosis is 
likely to clear many misconceptions and 
suspicions regarding the function, use, and 
limitations of hypnotism. Social workers 
(that is, those who haven’t regarded it as 
sheer hocus-pocus) have tended to regard 
hypnotism as a nebulous and dangerous 
technique to be handled only by the psy- 
chiatrist. Analysts and psychiatrists jeal- 
ously guard it as one of their exclusive trade 
secrets, for its use involves tremendous 
responsibility. 

After observing hypnosis in action in the 
army environment one cannot help speculat- 
ing on its possibilities as a legitimate pro- 
fessional case work tool for both diagnosis 
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and treatment. Experience indicates that 
it need not be the deep therapy tool as used 
by the psychoanalyst. Properly controlled 
and responsibly used, it has many possi- 
bilities in aiding the social worker in both 
early diagnosis and treatment. Some army 
doctors have been administering abreaction 
treatment without their having extensive 
psychiatric training—and have done well. 
By comparison, the social worker has much 
more training in the psychodynamics of 
human behavior and greater experience in 
dynamic interviewing. The implication is 
that the proper use of hypnotism and abre- 
action is within the capabilities of the case 
worker, with a responsible use assured by 
good professional training. 

Lest I be misunderstood and invoke the 
immediate wrath of the devotees of Hippo- 
crates, I want to state clearly that J do not 
advocate the immediate use of the techniques 
of hypnotism or of abreaction by the case 
worker. The time is not ripe, and there are 
dangers. But I do feel that there is enough 
for the social work profession to gain by 
research and exploration to determine if, 
and to what extent, it is possible to use such 
techniques in case work psychotherapy. 
Both the last war and this war advanced 
the profession of psychiatry, and there are 
many elements within this period to further 
the profession of social work. 


The Short-Contact Interview 

The military necessity of keeping the boys 
“ moving ” made short-contact interviewing 
a must, and short-term treatment vital. 
The initial clinical interview was terse, 
pointed, and generally completed in fifteen 
to twenty minutes. At the same time the 
interview was conducted in such a way as 
to help the patient feel at ease and to feel 
that he was getting a considerate hearing of 
his case. The brief-form interview covered 
the patient’s complaint and the history of 
his present illness. It included a symptom 
picture and a pertinent account of home, 
work, school, army, and health adjustments. 
This type of brief profile sufficed to deter- 
mine the area and depth of the reaction and 
to gauge the strengths and the weaknesses 
of the personality. 

Of what value is a detailed psychiatric 
interview? Of what value is extensive and 


IN ACTION OVERSEAS 


deep psychotherapy in helping a soldier ad- 
just to a particular military situation? It 
was important, for example, to know that 
the present reaction pattern reflected early 
childhood trauma and emotional misalign- 
ment. It was important to know what fac- 
tors contributed to the way the soldier met 
situations for the insight and clues as to his 
ability to continue to meet present and future 
situations. It was important to help the 
man to adjust to the military situation to 
the optimum of his capacities. 

All variations of human behavior were 
observed in reaction to one basic frame of 
reference: military service and combat. Thus 
the psychiatric interview and _ treatment 
focused upon a syndrome of reactions to a 
circumscribed situation. For example: the 
combat exhaustion syndrome, the pre-combat 
breakdown syndrome, the old sergeant’s 
syndrome, the old campaigner’s syndrome. 
By focusing adjustment to a given area, 
treatment became simplified. 

This experience may be suggestive for 
civilian approaches to limit the scope of 
treatment at any one time. In a given case 
certain features are likely to predominate: 
Child - has - trouble - with - school syndrome, 
parent - has - trouble - with-child syndrome, 
mother-in-law syndrome, and so on. As 
applied to individuals, arising from each 
precipitating stimulus one can almost pre- 
dict a characteristic response—a syndrome 
of reaction. And a proper delimiting diag- 
nosis should highlight the direction of 
treatment. 

Social workers sometimes tend to be too 
analytical in their approach. While they 
do limit themselves for fear of stepping in 
too deep, before they decide on the limits 
they often uncover too many anxieties over 
a range and depth they are not able or pre- 
pared to meet at the time. 

One reason for trying to grapple with the 
totality of a client in all his adjustments, 
and not just a consideration of the total 
client and one problem at a time, has been 
the social worker’s tendency to feel that a 
client who returns represents a failure—a 
client who was not helped to become well 
adjusted. 

Well, why does a client “ bounce back”? 
Is he an immature, dependent person who 
may well be expected to return when the 
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going is rough? Or is he a “ satisfied cus- 
tomer’ who has learned of a reliable place 
to go for help when he has need? Let us 
consider the latter aspect. A patient re- 
turns to the physician and to the dentist 
from time to time when necessary. By and 
large, the doctor, dentist, and lawyer expect 
(or at least hope) that the patient will re- 
turn. If the patient does not return, one 
might suspect in some cases that his con- 
fidence was not gained. Until man and 
society become perfectly adjusted in this 
not-too-perfect universe, social work will 
continue to have a steady and growing job 
in consultation, counseling, and guidance. 
With fee services developing, social work is 
challenged to offer professional aid quickly 
and effectively. 

The military short-contact experience sug- 
gests an approach to the returning soldier 


who has problems. The ex-soldier will be 
an impatient man. He will want help 
quickly or he will lose faith and resort to a 
ready “to hell with you” reaction. Many 
men will return with a reservoir of old 
civilian anxieties in addition to a burden of 
unresolved conflicts built up during the 
period of service. There will be “ the- 
soldier-meets-civilization-syndrome,” “ the- 
coming - back - home -after-a -long-time-away 
syndrome,” “ the-trying-to-get-a-fair-break 
syndrome,” and a host of other reactions. 

Military psychiatry endeavored to adjust 
the soldier to the military situation. It tried 
to cure or minimize the psychiatric injuries 
incurred while in service so as not to handi- 
cap civilian adjustments. If military psy- 
chiatry did more for the patient than that, 
it succeeded well beyond its mission. 


Counseling Needs of the Returned Serviceman 


EnsIGN JosepH L. IGor 


URING THE FINAL STAGES of 
the recent world conflict a great deal 

was written of the care that would be re- 
quired by returning veterans. In the be- 
ginning it appeared that the families and 
friends of these men were being bombarded 
with the erroneous suggestion that most of 
the men would return in either a psychotic 
or a neurotic state. Happily, later writers 
did much to dispel this feeling, pointing out 
that while there would be some such cases 
the great majority of returned servicemen 
who did need help would need it on the level 
of readjustment—readjustment to their 
homes, their families, their communities, and 
to employment. This, it seems, is a fertile 
field for the counseling service offered to 
the community by family service agencies. 
My experience for some months aboard 
an attack transport carrying troops to and 
from the scene of battle has brought many 
opportunities to observe and talk with men 
who have endured much in this war.’ These 


1The opinions or assertions contained herein 
are the private ones of the writer and are not to 
be construed as official or reflecting the views 
of the Navy Department or the naval service at 
large. J. L. I 
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men have been subjected to the desensitizing 
influence of long months in the hot, humid 
tropics and to the unglamorous, tedious 
vigils at sea during which an increasing 
ennui must be fought with the realization 
of the need for being constantly alert to 
danger. Considering what they have en- 
dured, it is not remarkable that many of 
them will need help in their return to 
civilian life. Rather, it is remarkable that 
such a comparatively small number of them 
will need that help. 

From the standpoint of social adjustment 
as we know it, it is most traumatic for an 
individual to be torn loose from the life he 
has known and created for himself and 
forcibly placed in the strange atmosphere 
of a new city or a new nation, there to be 
asked to recreate a normal life. Added to 
the pain of enforced separation is constant 
physical discomfort, perhaps in a stinking 
and reeking jungle where nature’s death- 
dealing instruments are coupled with those 
of a clever and dangerous human enemy; a 
life of terrifying aloneness, even among 
many, when the possibility of return to those 
he loves hangs precariously upon his own 
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ability to whip battered nerves and body to 
the pitch of alertness necessary to his own 
and his comrades’ safety. We contend that 
it is literally impossible for the average per- 
son at home to understand what a son, 
brother, husband, or sweetheart in foreign 
service has experienced. To our knowledge 
only two men, one a writer, the other a car- 
toonist, have vividly pictured these men— 
and we question how deeply or understand- 
ingly their efforts have been received. Only 
to see the exhausted faces and bodies of 
these young-old men and to smell the per- 
vading stench of the jungle upon them is 
to understand it. 

These men, and those serving at sea, are 
changed. The latter, too, know the fear of 
twilight and of dawn, and of any other hours 
during which the silent submarine may 
strike. True, they are heroic and un- 
daunted in battle; but many times it is not 
battle that frays the nerves but, rather, the 
waiting—the hour after long-drawn-out 
hour during which nothing happens—when 
you know it will happen the next minute— 
but it doesn’t. 

In between their waiting and their fight- 
ing, and sometimes during it, the boys think 
of home. They idealize their wives and 
sweethearts, placing them upon pedestals 
to which few humans can attain; some 
youngsters lose a loved mother or father at 
home and face what to them is a bewildering 
future; some lose faith in young wives, 
known perhaps too short a time. A letter 
is missed at mail call (despite the enormous 
and fruitful efforts of the services) result- 
ing in bitterness and a feeling of desertion 
at a time when something to hold to is 
needed most, complicated sometimes by the 
fact that the next mail call may be weeks 
away, during which time an accusing letter 
has been sent off to the bewildered loved 
one. The serviceman is beset by doubts. 
Now that the war is ended how can he get 
a job; will he be able to marry that girl who 
has waited for him so faithfully; can he 
support his wife and children as steadily, 
if not more munificently, as he has during 
his time in the service; is he too old to go 
back to school—can he get along without the 
seemingly all-important education; has he 
changed so that he will be vastly different 
to those whom he holds important? He 


doesn’t feel any great change but realizes 
at the same time that others will find him 
different. Paradoxical? Not if it has been 
experienced. 

There are innumerable questions and 
doubts and problems—as innumerable as 
there are personalities. Those of us who 
have encountered such personalities and 
learned how to give aid will be challenged 
by this new type of problem. If the family 
service agencies marshal their resources and 
boldly step forward to offer their help with 
this readjustment, clearly presenting the 
long experience that equips them to help, 
they will indeed make a great contribution. 
This contribution may assist a fairly large 
group of veterans to a full life of employ- 
ment and family happiness from which will 
spring a greater contribution to the com- 
munity and nation—a group which so easily 
could become a burden upon the shoulders 
of the nation if such help were withheld. 

We have observed cases aptly pointing 
up various needs that will arise. WF 
is a young man of 30. He lived with his 
wife and child in a small town in the South, 
apparently leading a rather happy life in 
the semi-rural community. It seems he was 
a dependent person at best but enjoyed the 
approbation of the community, since by the 
standards in its unthreatening atmosphere 
he was able to accept his responsibilities 
adequately. When he was inducted into 
the navy he was forced by economic cir- 
cumstances to leave his family with Mrs. 
F’s stepfather, to whom she had never been 
able to effect an adequate adjustment. Under 
these conditions he left civilian life in a 
rather unsettled mental state. Some months 
after his departure for overseas service his 
fears were crystallized when his stepfather- 
in-law forced the young mother and child 
out of his home. Their only recourse was 
to move to a nearby large city and, because 
of lack of other resources known to them, 
to make their home with a woman of whom 
Mr. F definitely did not approve. The facts 
concerning this are somewhat obscure but 
it was clear that he was concerned about 
that environment for his wife and child. 

There is no doubt that both he and his 
wife could have been assisted with case 
work service and it is not too late, if proper 
use is made of agency services to veterans 
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and their families. Many factors are in- 
volved: the sailor’s bitterness toward his 
stepfather-in-law ; his concern over his fam- 
ily’s loss of a home; his greater concern over 
the poor environment into which they have 
been thrust; his own inability to do anything 
immediately constructive about it; his fear 
that his wife may become unfaithful to him 
by reason of her association with a woman 
whose reputation, to him, is questionable. 
Leaving aside the question of what this com- 
munity could have done in this situation, 
there remains the problem of this man’s re- 
turn to the community and to his family. 
Inevitably, in the service under the strain 
and duress of war in an advanced area, it is 
not always possible to give a man such im- 
mediate counseling as he needs. Therefore, 
his anxiety continues to grow, and his fears 
are enhanced, each month he is away. When 
he does return, he can be helped to re-estab- 
lish his home and his family and to secure 
proper support for them through employ- 
ment counseling; the young wife can be 
helped to understand the reasons for his 
fears; and he, in turn, can be helped to 
understand her needs that contributed to 
actions of which he may not have approved. 

John B is only 18. He is an intelligent 
boy, with a high school education, who has 
been able to handle a specialized job in the 
navy and to advance in that job. Neverthe- 
less he views it as a unique situation, not 
proving that he can adequately handle a 
civilian job. He is young and has not had 
the opportunity to test his own ability to 
do this in a normal way. A case similar 
to this concerns a young officer who has 
been in the service over three years, having 
entered directly from college. Adequately 
trained, he has done an excellent technical 
job and at present is in a position of great 
responsibility. Despite that fact he has 
shown an increasing tendency, especially 
now that the war is over, to question his 
ability to secure and hold civilian employ- 
ment. He feels that it does not necessarily 
follow that success will be attained in civilian 
life even though it has been attained in tech- 
nical service. This feeling seems to be inex- 
tricably involved with the desire to make 
up for lost years, an anxiety to attain at 
once the point he would have reached at 
his age if he had been able to remain in 
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civilian life, that is, to be able to manage 
adequately enough to marry and raise a 
family. This attitude is not found so gen- 
erally among married men, who have pre- 
viously shown their ability to do this. 

This type of situation poses an additional 
problem to the family agency. Employment 
counseling in itself is important, but when 
the employment problem is coupled with 
fears and feelings of inadequacy and desire 
for immediate return to normalcy in terms 
of employment and family, it definitely be- 
comes a family case work problem. It may 
seem strange to the average person at home 
that all servicemen are not the confident, 
cocksure fighters their manner seems to con- 
note, but to the case worker familiar with 
sO many varied personalities this outward 
attitude will be perfectly understandable, es- 
pecially when interpreted in the light of the 
serviceman’s recent experiences. 

Situations similar to NW’s may be com- 
mon. A personable young man, very much 
in love with his wife, he was taken com- 
pletely by surprise when she wrote bluntly 
that she had indulged in extra-marital rela- 
tions. If he could but get home would it 
be possible to save this marriage? Had this 
young wife become so discouraged over his 
long absence that she had acquiesced to per- 
suasion, still basically faithful to her hus- 
band? Who knows? What we do know 
is that W has been completely disillusioned 
and discouraged. Case work service when 
he returns may be the instrument to reunite 
this couple, or, if that is impossible, such 
interested service may help him to a more 
wholesome attitude toward his future living. 
Counseling will be helpful in this and in its 
allied problem, that of the unfaithful husband 
whose waiting wife suffers. EG has at 
present “ wives ” in three cities. It is doubt- 
ful if he will ever be exposed to community 
help or correction and he says he will never 
return to his legal wife. It is she who may 
be able to use case work service with the 
greatest benefit. True, the result may have 
been inevitable and merely hastened by war- 
time separation, but how is she to know that? 
The family agency must assist in these 
instances. 

JH is a handsome, black-haired, fresh- 
skinned young man with a devil-may-care 
attitude and a most engaging personality. 
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Although he has progressed fairly well in 
his chosen rate, he is beginning to run into 
difficulty. His difficulties began on minor 
things but of late they have become more 
serious violations of regulations. He has 
been in the service a long time and has been 
in many major operations and these troubles 
seem indicative of the strain under which 
he has been operating. It does not appear 
that he will ever require psychiatric care but 
he definitely has a personality difficulty. He 
is but one of a fairly large number and it 
is our belief that these people can be ade- 
quately helped by counseling and guidance 
services available through a family service 
agency. 

These illustrative cases have not been 
under treatment. They are merely observa- 
tions of the author who, because of the 
press of other duties, has had no opportunity 
to extend treatment except in a minor way 
in the case of the young officer. There are 
many problems to be met and handled: the 


adjustment to each other which will un- 
doubtedly be required by many returning 
servicemen and their wives; relations be- 
tween couples whose marriages were entered 
into in such haste that normal adjustments 
were not possible, including the many and 
varied ramifications arising from such mar- 
riages—home establishment, “ post-depar- 
ture”’ children, separation, divorce, and so 
on. These and many other such cases can 
be successfully handled by the progressive 
agency. Through it all, however, we again 
caution against any all-enveloping theory 
about the “ poor serviceman.” It must be 
remembered that most servicemen will re- 
turn home just as “ normal ”’ as when they 
left. They are the people who will take 
their places as citizens of the community and 
nation—and they are the people who will be 
the first to support a community program 
that will help their buddies and shipmates 
to take their places beside them. 


Editorial Notes 


The Unmarried Mother 


N HER STUDY of 100 unmarried 
mothers, Leontine Young throws light on 
the family patterns that lie behind a woman’s 
urge to have a child out of wedlock. 
Readers may be interested in comparing 
this with two articles by Ruth F. Brenner 
on “Case Work Services for Unmarried 
Mothers,” published in THe FAmiILy in 
November and December, 1941. Mrs. 
Brenner’s articles were also based on a study 
of approximately 100 cases. She noted sev- 
eral constellations similar to those outlined 
by Miss Young. She commented on the fre- 
quency of the combination of a “ dominant 
but unfriendly mother” and a rather timid, 
gentle, and friendly father and also noted 
the reverse situation of the “cruel, domi- 
neering father” with the gentle, loving 
mother. She found, as Miss Young does, 
that many times the relationship with the 
father of the child was very slight and also 
observed the frequency with which the 
mother really did not see the child as a per- 
son in his own right but rather only as an 


object necessary for carrying out the 
mother’s unconscious wishes. 

One of the impressions that Miss Young’s 
article leaves very strongly in the mind of 
the reader is that a large number of unmar- 
ried mothers are not basically interested in 
their children and that in these instances 
releasing the child for adoption would be the 
plan best suited to the needs of the child. 
It is interesting that in 66 of the 100 cases 
reported by Miss Young the mother actually 
was able to allow the child to be placed. 

Miss Young’s article does not attempt to 
deal in detail with the case worker’s contri- 
bution to this solution, but again a rereading 
of Mrs. Brenner's material throws further 
light on the question. Mrs. Brenner points 
out that an error frequently made by the 
case worker is that of putting pressure on 
the unmarried mother to place her child. 
When this happens, the client has the im- 
pression that someone is trying to take her 
child away; she equates this to her uncon- 
scious fear that her own mother will attempt 
to punish her by depriving her of her child. 
When this happens she clings to her child 
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even though basically she does not care for 
it and has very little to give it. 

It would be most interesting to study a 
series of unmarried mothers for the purpose 
of analyzing the case work used in helping 
the mother to decide what to do about the 
child. If it is true that a very high percent- 
age of these children really would find more 
love in adoptive homes, certainly every effort 
should be made to improve our methods so 
that we can help the mother to release her 
child. 

Two other rather recent FAmIty articles 
have also discussed work with unmarried 
mothers. “ Surrendering a Child for Adop- 
tion,” by Sylvia Oshlag in June, 1945, and 
“The Unmarried Mother—Is She Differ- 
ent?” by Babette Block in July, 1945, offer 
interesting supplementary material to the 


Readers’ 


To THE EpiTor: 

This is a belated comment on the article, 
“Orientation of Social Workers to Social Wel- 
fare,” by Ann W. Shyne in the June issue of THE 
FaMILy. 

This paper performs a valuable service if it opens 
discussion on the topic of how social workers can 
make the community better aware of their services 
and can more effectively meet community needs. 
Too many discussions of this subject boil down to 
narrow consideration of techniques of interpreta- 
tion and of the personalities and work habits of 
practitioners. The larger point is lost: that social 
work has to go a long way to gain public confi- 
dence in the services it offers, and that the indis- 
pensable preliminary to this is a basic educational 
job of explaining what our services as well as our 
objectives are, and where and how they can be 
obtained. 

Horrifying documentation of how inadequate a 
job we have done in this regard is contained in 
Lee R. Steiner’s book which you recently re- 
viewed.1_ Anyone who has worked in an “outpost ” 
setting in social work during the war in a new 
community, or in a new form of labor or other 
referral service, whose aim is to bring social work 
more effectively to a new public, can testify to the 
vast number of people who need our services and 
who remain, by and large, ignorant of them, mis- 
informed, or suspicious. The latter two attitudes 


1Where Do People Take Their Troubles? 
Houghton-Mifflin, Boston, 1945. Reviewed in THE 
Famity, November, 1945, p. 277. 
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current paper. Miss Oshlag’s material 
shows patterns similar to those described by 
Miss Young, while Miss Block presents evi- 
dence of a somewhat different motivation. 
In comparing Miss Block’s article with Miss 
Young’s, it will be noted that Miss Young 
has eliminated adolescent girls from her 
sample. The pattern suggested by Miss 
Block is essentially that of an adolescent and 
it is possible that it is most frequently found 
in younger girls, even though the illustration 
used by Miss Block is of an older girl. 

Tue Famity would welcome further 
articles throwing light on the personality of 
unmarried mothers and work with them. 
We are sure that readers would be interested 
in other articles either substantiating the 
findings already published, or differing from 
them, or supplementing them. 


Forum 


reflect frequently valid criticisms of our practice 
(although some of the criticisms are out of date) ; 
the former factor—simple ignorance—to my mind 
exists much more widely than we have suspected 
or been willing to admit. 

To a real extent, we have become involved in a 
self-perpetuation dilemma. Our concern with tech- 
niques has resulted in a narrow craft specialization 
which has prevented us from reaching out to make 
full use of the normal channels of communication 
in the community—-the newspapers, religious or- 
ganizations, trade unions, social, educational and 
fraternal organizations. Once this isolation has 
become rooted, it has been harder than ever to 
bridge the existing gap, and thus our actual con- 
tribution has been far less vital than it might be. 

Miss Shyne has pointed to one field of concern 
and knowledge—that of the general social welfare 
and the broader movement toward increasing social 
security—that we have neglected, and that can help 
reorient our thought and practice. I think this is 
an excellent emphasis which can help the case 
worker place in a fuller social perspective the indi- 
vidual situations with which he deals. Generally 
speaking, such emphasis is given in school courses, 
but almost always gets lost in agency practice and 
in professional literature. It seems to me quite 
feasible that discussions of such broader topics and 
others—like housing, health programs, legislation, 
and so on—should be introduced into agency 
seminars along with matters of technique and 
application. 

I believe further that it will be helpful to make 

















316 BOOK REVIEWS 


specific efforts to overcome the ignorance of our 
services on the part of many potential clients in the 
trade unions and other organizations. Many unions, 
for example, have potent educational machinery 
which can be effectively used to disseminate a 
realistic picture of social agencies. When a sys- 
tematic approach is made to labor, I believe we will 
find a great willingness to use and support our 


services. Those of us who have had an oppor- 
tunity for such a contact can testify as well to 
the advantages it provides, in a closer identification 
with our community and our clientele and in a con- 
sequent enrichment of practice. 

AFrep H. Katz 

Workers Personal Service Bureau 

Brooklyn, N. Y. 


Book Reviews 


OCIAL Service 1n Wartime: Edited by 
Helen R. Wright. 201 pp., 1944. University 
of Chicago Press, Chicago, Illinois, or THE 

Famity. $2.00. 

Dean Helen R. Wright and the University of 
Chicago School of Social Service Administration 
have done an important service to the profession of 
social work through the publication of this series 
of lectures given under the sponsorship of the 
Charles R. Walgreen Foundation. It is true that 
the field of social welfare is broader than the scope 
of this book and it is to be regretted that the series 
is not more inclusive. However, the selection of 
fields to be included in this necessarily limited 
series is excellent. 

In the first chapter Dean Wright reviews the 
scope of the field of social work, its background, 
facilities for professional training, and its status at 
the outbreak of the war, with the expressed con- 
viction that social workers “ must join with others 
in working for arrangements in which there is, at 
least, a chance that the destruction of war will not 
recur, that this particular demand for services of 
social workers will not be made again.” The effect 
of the war on the public assistance programs, the 
impact of the war on social work with children, 
the social service program of the American Red 
Cross, Travelers Aid service in wartime, food and 
the peace, wartime developments in federated 
financing of social work, and social work after the 
war are the other topics treated. 

Jane Hoey in commenting on the effect of the 
war on public assistance programs states that, 
“The war has caused all of us to become increas- 
ingly conscious of the fact that the maintenance of 
democracy, as we use that term, depends primarily 
upon respect for the dignity of man held by indi- 
viduals and government.” One wonders whether 
this awareness will survive the more cynical atmos- 
phere of peace. Actual policies in the care of non- 
residents will probably be the first testing ground 
for our convictions about the dignity of man—not 
the dignity of a sizable citizen group with votes. 

The problems of co-ordinating local, state, and 
national financing efforts among the voluntary 
agencies, and the relationship of war and com- 


munity chests to organized labor are among the 
items discussed by Wayne McMillen in his chapter 
on federated financing of social work. One feels 
the need for an added chapter on social planning 
and the war to go with this fine presentation of the 
activities in the field of federated financing. 
In discussing social work after the war, Edith 
Abbott points out the great opportunity for the 
private agencies to try to strengthen the work of 
the public services. A word of caution in the belief 
in miracles is expressed, but Miss Abbott predicts 
a trend toward the abolition of the means ‘<=. for 
the groups for whom only public assistance » ith a 
means test is now provided, and expres nope 
that there may be a substantial improvem: +: in the 
general standard of living, a great e.: «sion of 
social services for people who are not a-. tute, a 
rapid building up of child welfare services after 
the war, and a wider use of the intelligence that 
the social worker brings to the field of social 
administration. 
Miss Abbott closes her chapter with Tennyson’s: 
For I dipt into the future, far as human eye could 
see, 

Saw the Vision of the world and all the wonder 
that would be .. . 

Till the war drum throbbed no longer, and the 
battle flags were furled 


In the Parliament of Man, the Federation of the 
World. 


All social workers of course need that kind of hope 
and vision. 

Pride in the service the profession has been ren- 
dering during the war would be a sufficiently 
compelling reason for social workers to read this 
book and to hope that it will soon be followed by 
a more complete coverage of the field. 

EuGENE SHENEFIELD 
Council of Social Agencies 
Toledo, Ohio 


OSTER Home Care ror MENTAL PATIENTS: | 
Hester B. Crutcher. 199 pp., 1944. Com- 
monwealth Fund, New York, or THE 

Famity. $2.00. 
Probably no one has had a wider experience in 
the practical problems of family care for mental 
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patients, nor could present a better picture of its 
organization, than Miss Crutcher. In addition to 
her administrative experience in the State of New 
York, she has studied family care in several for- 
eign countries. Published at a time when many 
states are evidencing interest in this old, though 
new, method of caring for the mentally ill, this 
book should serve as a source of encouragement and 
assistance to all workers in the field of psychiatry. 

Much has been written setting forth the values 
of family care as a means of relieving overcrowd- 
ing in institutions and thus reducing capital ex- 
penditure. This book, too, deals most adequately 
with its economic attributes. However, the really 
bright spot is Chapter 3 which highlights a more 
recent trend in the use of family care—its value as 
a facility in treatment. This section is so impor- 
tant and so interestingly written that one wishes 
more space had been devoted to the importance of 
placing all patients, considered suitable for family 
care, with therapeutic insight and intent. 

Chapters 4, 5, and 6 give specific suggestions in 
regard to selection of the patient and the home, 
and supervision, pointing out the value of working 
with the patient’s family and the community to in- 
crease their understanding and acceptance of mental 
illness. Case histories given toward the end of the 
book make earlier chapters more meaningful and 
help to emphasize the importance of individual 
planning for each patient placed if the best results 
are to be anticipated. 

Administrators and social workers responsible 
for the development of such a program will wel- 
come Foster Home Care for Mental Patients as a 
handbook and guide in working out the many rami- 
fications to which attention must be given in any 
such program which in its entirety must meet the 
needs of the individual patient, the individual insti- 
tution, and the individual community in which the 
patients are placed. 

MAGNOLIA CULVER 
Chief Psychiatric Social Worker 
Division of Mental Diseases 
Department of Public Welfare 
Columbus, Ohio 
ORKING witH Newspapers: Gertrude W. 
Simpson. 32 pp., 1945. National Publicity 
Council, New York, or THe Famiry. 75¢. 

The failure of social work to receive the space 
and prominence in the press that its social sig- 
nificance and interest appeal should merit can often 
be attributed to lack of understanding of news- 
paper problems and methods of operation. Working 
with Newspapers is a concisely written pamphlet 
giving social workers an introduction to the press, 
with many useful suggestions for the exploitation 
and development of news in the field of social wel- 
fare. The content describes how to recognize news; 


The Family, December, 1945 


how to make it interesting; how to slant news for 
different parts of the paper such as general news, 
women’s page, feature stories, and so on; how to 
measure results; and, above all, how to work with 
the press on the basis of mutual confidence and 
harmony. 

Gertrude W. Simpson, the author, is a profes- 
sional newspaper woman who has a background of 
experience in social welfare publicity. Her pam- 
phlet will be helpful for those concerned with 
taking press reports of social work activities out 
of the society section of the paper and into the 
general news columns. 

WILLIAM Katz 
Jewish Social Service Association 
New York, N. Y. 


HANDBOOK ror Otpv AGE COUNSELLORS: 

Lillien J. Martin. 84 pp., 1944. Old Age 

Counselling Center, 1019 Shreve Building, 
San Francisco 8, Calif. Free on request to 
those persons or agencies interested in old age 
rehabilitation. 


Dr. Martin demonstrated in her own life and her 
service at the Old Age Counselling Center in San 
Francisco the potentialities in old people for per- 
manent development and growth for increased hap- 
piness and efficiency. She herself, after retiring 
at the age of sixty-five as professor of psychology 
at Stanford, pioneered in her work of studying 
the aged and concluded it only with her death 
at the age of ninety-one. The slogan of the Center 
is: “‘ Wake yourself up; develop your potentialities, 
train yourself; learn to comprehend the world of 
today in order that you may become a participator 
in it, perhaps even a leader; don’t spend the 
remainder of your life as a parasite.” 

Before using the Martin method of appraisal of 
the old person by himself and by the counselor, 
as outlined in this handbook, it is essential that the 
old person himself be willing to undertake the 
disciplined effort and study which it requires. 
Otherwise, it cannot be effective. As in the medi- 
cal field, Dr. Martin emphasizes directed activity 
as the basis for improvement of the aged and lays 
much of their present sense of frustration and 
apathy to the disuse of their mental and physical 
abilities, a disuse that has been fostered by their 
friends, relatives, and the community. 

Although Dr. Martin specifically mentions that 
she does not use hypnosis or psychoanalysis, she 
does emphasize the necessity for self-analysis of 
the client’s life history, with the aid of the coun- 
selor, to reveal the client’s mental and physical 
reaction pattern. She also suggests that when 
the client is telling his story “any irrelevant 
thoughts or images connected with it that arise 
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in his mind” be reported. “This may be highly 
important in revealing to some extent what is 
taking place near the threshold of consciousness 
or in the subconscious. Here lie motivations which 
are generally ignored. They express themselves 
in conscious thinking and acting.” By means of 
this personal study, which gives the old person 
greater insight into his own problems, he becomes 
ready for re-education, for active participation in 
community and industrial life. The material pre- 
sented here for helping the old person in self- 
analysis and in re-education is suggestive and may 
be adapted in part at least by the case worker 
for use with the aged. 

GLapys FISHER 

New York State Department 

of Public Welfare 


Have You Seen These? 


Building a Popular Movement, a Case Study of the 
Public Relations of the Boy Scouts of America, by 
Harold P. Levy. (Russell Sage Foundation, 130 
East 22 St., New York 10, 1944, $1.25) 


Building Social Work for Hawaii, Proceedings of 
the 24th Territorial Conference of Social Work. 
April, 1944. Series of papers reviewing the impact 
of the war and outlining next steps in planning. 
(The Conference, P. O. Box 3348, Honolulu 1, 
Hawaii) 

Family Allowances in Canada: Facts versus Fic- 
tion, by Margaret Gould. A sound and popularly 
written analysis of the arguments for and against 
family allowances, most of which are as applicable 
to such a plan in the United States as in Canada. 
(Bruce Humphries, Inc., Boston, 1945, 35¢) 


Father Comes Home. A popularly written and 
illustrated pamphlet designed to assist wives of 
returning servicemen in relation to the adjustment 
of children to the father’s homecoming. (Child 
Study Association of America, Inc., 221 West 57 
St., New York, 1945, 15¢) 


For the People’s Health. An illustrated state- 
ment of the health provisions of the Wagner- 
Murray-Dingell bill in relation to the health needs 
of the American people. (Physicians Forum, Inc., 
510 Madison Avenue, New York 22, free) 


Multiple Dwelling Law, a Clarification. An 
analysis of the N. Y. City Multiple Dwelling Law 
of use to groups in other communities concerned 
with this type of housing legislation. (Committee 
on Housing, Community Service Society, 105 E. 
22 St., New York 10, March, 1945, free) 


Public Affairs Pamphlets (Public Affairs Com- 
mittee, Inc., 30 Rockefeller Plaza, New York 20, 
Single pamphlets 10¢) 


No. 102, Veterans Guide, by Dallas Johnson, 
April, 1945. Statement for veterans of arrange- 
ments to be made after discharge, and of the 
educational, vocational, loan, and medical services 
available. 


No. 104. Health Care for Americans, by C.-E. 
A. Winslow. May, 1945. Review of the avail- 
ability of medical care, the extent of need for 
medical care, existent voluntary health insurance 
plans, and the operation of a national health pro- 
gram incorporating compulsory health insurance. 


No. 105. There Can Be Jobs for All! by Max- 
well S. Stewart. June, 1945. A summary of 
Sir William Beveridge’s proposal of a program 
of government planning to guarantee the avail- 
ability of jobs to all, within a system of free 
enterprise. 


No. 106. Straight Talk for Disabled Veterans, 
by Edna Yost. July, 1945. A plea to disabled 
veterans to recognize the possibility of a satis- 
factory social and vocational adjustment despite 
their handicaps. The difficulties of adjustment 
are minimized. This might be used with some 
clients. 


Rehabilitation of the Disabled Serviceman: A 
Selected Bibliography. Bulletin of the Russell Sage 
Foundation Library, Number 162, November, 1944. 
(Russell Sage Foundation, 130 East 22 St., New 
York 10, 20¢) 


Voluntary Service at the Crossroads, Survey 
Midmonthly, October, 1945. Special issue of 
articles interpreting the recent National Health 
Council study, Voluntary Health Agencies, by 
S. M. Gunn and P. S. Platt. (Survey Associates, 
112 E. 19 St.. New York 3, 30¢) 


What’s the Score in a Case Like Mine? War 
Department pamphlet 21-35. A clear, simple state- 
ment for veterans discharged because of a psycho- 
neurosis. (U. S.. Government Printing Office, 
Washington, D. C., 1945) 





A Last Minute Item 


“From Veteran to Civilian,” by Bradley Buell 
and Reginald Robinson, in Survey Midmonthly, 
November, 1945. A challenge to communities and 
particularly to social agencies to take action toward 
meeting the needs of returning veterans. (Avail- 
able in reprint, Survey Associates, 112 E. 19 St., 
New York 3, 15¢ per copy; 8 copies for $1.00) 





A Correction 
On page 238 of the October Famiry, the pub- 
lisher of Proceedings of the Annual Alumni Con- 
ferences should have been given as The University 
of Southern California, Los Angeles. 
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